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Has the College Come of Age? 


Presidential Address, American College of Hospital Administrators 


JAMES A. HAMILTON 


port which is to follow this evening, it seemed 

advisable to confine my remarks, as is proper 
for an incoming President, to the state of affairs 
of this College. Considering the excellent tone of 
the Convocation this afternoon, one is tempted to 
confine these remarks to praise in glowing gen- 
eralities. I resist this temptation. Perhaps you 
should be warned that in the reflection of my 
thinking I have been analytical and direct for the 
sake of exciting thought even at the expense of 
irritation. My theme: “Has the College Come of 
Age?” 


|: CONSIDERATION of the address of im- 


It was Lord Byron, in Beppo, who soliloquized: 


“She was not old, not young, nor at the years 
Which certain people call a ‘certain age,’ 
Which yet the most uncertain age appears.” 

Does the rapid growth of the past six years 
indicate that we have passed through the forma- 
tive period and, like an individual, arrived at the 
point in life where we can rightly assume a 
grown-up place? 


For an individual to come of age is to arrive at 
physical maturity. Surely six years of life would 
not entitle us to assume any status of maturity. 
Yet we know that biological maturity is not 
solely a matter of years and that some factors, due 
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either to their inherent nature or wealth of heri- 
tage, become fully developed earlier than others. 


Moreover, unlike an, individual, “organizations 
of society do not proceed in regular order through 
Shakespeare’s seven ages of man from ‘the infant, 
mewling and puking’ to the period of ‘second 
childness’.’ Social scientists state that the story 
of social organizations pretty well conforms to 
the pattern: first, the ideal; second, the spread; 
third, the momentum; fourth, the achievement; 
fifth, the recognition; sixth, the success; seventh, 
conservation to guard the success; eighth, timid- 
ity lest some change be made; ninth, progressive 
dry rot; and tenth, death.? Doubtless, this is what 
happens to almost all social organizations, but 
possibly it happens because the members are not 
aware of the changes. 


Aside from the attainment of the mere legal age 
of consent, usually we think of maturity to be the 
reaching of the full development of one’s powers 
and character in relation to one’s environment 
and opportunities. 





Obviously, if these be true, maturity may as- 
sume a variety of forms in different degrees midst 
changing environments. It is fair, then, to use as 
our definition, that coming of age is essentially a 
matter of relation and has nothing to do with 
mere years. Hence, I query, Has the College come 
of age? 


Hospital Administration as a Profession 


The objectives of the College, as enumerated in 
its constitution, are seven in number. In sum- 
mary, they would make of hospital administra- 
tion a profession and they would elevate the qual- 
ity of the professional achievement. Thus, let us 
contemplate our maturity, but in the humor of 
Tennyson when he wrote: 


“T know that age to age succeeds, 


Blowing a noise of tongues and deeds, 
Adjust of systems and of creeds.” 


What constitutes professional status? Prof. H. 
A. Overstreet, the eminent scholar, offers five 
criteria of a profession. 


1 A profession must use trained intelligence— 
Intelligence is understanding and understanding 
is the beginning of wisdom. Does our field require 
trained ability to apprehend the interrelationships 
of presented facts in. such a way as to guide action 
toward a desired goal? Have we an understand- 
ing of what hospital administration is and of the 
way it has come to occupy its present place in 
human affairs? Do we have the knowledge and 
appreciation of the human and material forces 
with which we have to deal? In hospital manage- 
ment the environment has been changing with 
great rapidity within recent years. Have we been 
able to mold an intelligence toward such changes 
that we may be able to make the proper adjust- 
ment to meet the altered needs? 


The degree of trained intelligence required 
might be determined by comparison with that 
necessary in the more recognized professions, such 
as engineering or law or medicine. Surely the 
administrative problems of operating a modern 
hospital require as much intelligence as the de- 
signing of a bridge or the preparation of a deed 
of land or the diagnosis of pneumonia. Yet have 
we attracted to our field men and women of equal 
degree of intelligence? But, you murmur, eco- 
nomic reward and greater recognition may be 
the more potent factors. 


Notice, however, the criteria states trained in- 
telligence—not just native intelligence. Is it pos- 
sible for an individual with native intelligence 
but no specific training in hospital administration 
to successfully administer a hospital? The inti- 
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macy of our experience, our best judgment, and 
our pride would dictate refusal to such a state- 
ment. Yet, we must confess that a large number 
of hospital administrators have been employed 
with no previous hospital experience. Many of 
these have fallen by the wayside, but many are 
among our own membership and are considered 
successful administrators. 


Perhaps our lack of maturity in this respect lies 
within the handicaps of the later criteria, particu- 
larly the next. 


2 A profession must apply the methods and 
fruits of science—Is there a science of hospital 
administration? I do not refer to medicine, or 
nursing, or accounting, or dietetics, or engineer- 
ing, or purchasing, or any of the other functional 
fields, inherent in the operation of a hospital, 
which has its own body of scientific principles 
and truths to give it definition. I refer to that 
field of effort in hospital operation, quite aside 
from these functional efforts, which deals with 
problems of policy formation and direction; with 
planning, coordination, and control; with organi- 
zation, leadership, responsibility, motives, incen- 
tives, morale, consistency, compromise, imperson- 
ality, innovation, criticism, pressures and the like. 
To say that because a person has been trained in 
the field of medicine, or nursing, or accounting 
that he or she has mastered the methods and 
fruits of the science of hospital administration. is 
obviously to utter a falsehood. Yet such has been 
the primary basis of selection of many hospital 
administrators. 


As an applied science, if such it be, hospital 
administration must include the principles of sev- 
eral more fundamental sciences such as economics, 
psychology, and the like. Perhaps the rules of 
hospital administration. are not capable of codi- 
fication into a body of principles and laws analo- 
gous to that used as basic truth in the field of 
medicine or engineering, for example. 


Fortunately, maturity is relative. Therefore, I 
refrain from dogmatism; I avoid the ancient con- 
troversy of art versus science; and I take consola- 
tion in the remarks of Will Durant, that “every 
science begins as a philosophy and ends as an art; 
it arises in hypothetical interpretation of the un- 
known, or of the inexactly known; it is the front 
trench in the siege of truth.” To state that a truth 
is unknown does not testify it does not exist. 


Very little of the written material currently 
appearing in the various hospital magazines ap- 
pears to add to or clarify the fundamental truths 
of hospital administration. Yet my inward feeling 
is eased by the realization that students of admin- 


HOSPITALS 





istration in other fields have been striving for a 
great many years to codify these principles and 
that the majority of what is acceptetlas the best 
literature on administration was written from one 
hundred to three hundred years ago. 


That a great many of our number secure their 
mastery of administration from experience gained 
in administration in other applied fields indicates 
our lack of maturity. Yet, I believe we have a 
chance of being accepted as a profession, if we 
realize our limitations on these first two tests and 
by constant striving add a small mite to the fun- 
damental knowledge during our own generation. 


3 A profession must embody a motive of service 
—Although one of the most important criteria, I 
shall skip hastily over any analysis within our 
field because of the preponderant positive evidence 
available and of the recognition with which this 
more mature phase of our activity is acknowl- 
edged. The historic foundation of the hospital 
activities in the spirit of charity and service for 
the benefit of others, which has been continued 
in the predominance of voluntary non-profit insti- 
tutions, coupled with intimate association with 
the two professions of medicine and nursing, both 
of which are noted for their service motivation, 
is undoubtedly a bulwark for protecting its reten- 
tion within our field. However, should we forget 
the solemnity of our pledge of acceptance to dis- 
cipline ourselves to this end and permit practices 
of self-interest to become paramount, then surely 
will dry rot develop and we become unworthy of 
this mature evidence of professional ranking. 


4 A profession must exhibit fealty to a code of 
ethics—Without benefit of written expression, an 
unwritten. but effective code has been in force 
among hospital administrators, due, perhaps, to 
the large numbers among us who were already 
pledged to high quality codes in other professions. 
However, occasional instances of unsavory action 
in relation to the treatment of employees, of ven- 
dors, and of competing institutions register the 
necessity for the continuity of group discipline. 
The proposals of a written code to be presented by 
a committee of the College for consideration. and 
adoption is further evidence of the degree of our 
maturity in this phase of our eligibility to pro- 
fessional status. 


5 A profession must possess public respect and 
recognition—To the public in general the opera- 
tions of a hospital and the functions of an admin- 
istrator, as distinct from the physician or a chief 
nurse, continues to remain a mystery. Conse- 
quently respect and recognition in any sizeable 
degree of definition remains a hope of the future. 
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The hospital trustee, under pressure of an 
expanding organization with increasingly com- 
plex problems of control and finance, is gradually 
becoming aware of the necessity of a trained 
administrator. We have been prone in the past 
to criticize the selection by trustees of what we 
considered to be untrained administrators. We 
condemned them for the overlooking of individ- 
uals professionally trained in allied fields, but not 
in administration. Meanwhile, we were doing lit- 
tle to develop an adequate supply of trained ad- 
ministrators. With the advent of the activities 
of the College toward developing this supply, 
trustees have been developing an increasing re- 
spect and are growing to recognize hospital 
administration as a profession. 


The elder organizations of the allied fields, such 
as the American Hospital Association, the Ameri- 
can Medical Association, the American College of 
Surgeons, and the American. Nursing Association 
have definitely indicated by their active coopera- 
tion that our field is worthy of recognition. It 
is hoped that the American College of Surgeons 
may see fit to institute a minimum standard of 
hospital administration as a basis for approval of 
the applying institutions. 


Significant as are these advances in respect and 
recognition, there is much to be done before ma- 
turity. Recognition will be secured in direct pro- 
portion to the height of the elevation of our stand- 
ards. Recognition will accrue as we increase the 
level of our intelligence in our chosen field. Recog- 
nition will accrue as selection is made out of the 
group as a whole of a smaller number of people 
who have shown by their own effort and by their 
own merit that they are worthy of a ranking as 
distinguished from everyone who may have en- 
tered the field. Recognition will accrue if we con- 
tinue on an educational program of our own. to 
prepare us for a higher level. 


In its search for a professional status the Col- 
lege shows it has come of age in meeting many of 
the tests. In others the way is still long and ardu- 
ous. Yet maturity must be measured not only by 
what has been done in the past, but by what may 
be done in, the future. 


Elevation of the Quality of Hospital 
Administration 


The second part of its objective was to raise 
standards of quality. It would be boresome to 
review every detail of activity of the College 
occurring within its lifetime. Let me take phases 


only. 
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1 Standards were to be raised by the selection, 
from the group as a whole, of a smaller number 
of administrators for distinguished ranking— 
From an original of one hundred Fellows ad- 
mitted in 1933 the membership of the College has 
grown. until it approximates, not including 27 
Honorary Fellows, eight hundred individuals, con- 
sisting of 240 Fellows, 388 Members and 155 
Junior Members. Each of these individuals has 
sought the Association. This growth is a fine 
tribute to the ideals and program of the College. 
It is significant that almost all of the expansion 
has come within the last three years. Selection 
and ranking has been made by a special committee 
upon the basis of merit. There are those of us 
who believe this selection has been too inclusive 
and that mistakes have been made. Others of our 
number believe that the selection has been too ex- 
clusive and that we should lower standards in the 
beginning in order to give the individual an. oppor- 
tunity for further development contiguous with 
the improving standards of future years. There 
are about seven thousand chief administrators in 
the United States and Canada, to which might 
be added another one thousand assistant adminis- 
trators, or eight thousand individuals available 
for membership. Surely, ten per cent is not an 
excessive quantity for such merit, if each has been 
properly selected. 


On occasion during the last two years it has 
been my privilege to listen to part of the delibera- 
tions of the Credentials Committee. I pay tribute 
to these men and women. of experience for their 
seriousness of purpose, careful thoroughness of 
review, impartiality of judgment and anxiety to 
be fair as well as to protect the standards of the 
College. Aside from the technicalities of affilia- 
tions, the criteria of merit has rested primarily 
upon continuity of a sufficient number of years of 
service with institutions of adequate size to re- 
quire competent ability, together with activity in. 
the community and general hospital field, tem- 
pered by the ratings of several administrators of 
accepted ranks. The Credentials Committee real- 
ize, as do you, the limitations, the unsatisfactory 
breadth and the inadequacy of such criteria. It is 
hoped that there will be fewer applicants to judge 
during the next year and it is planned that more 
time will be spent upon the development of more 
direct measures of ability. It may be that better 
ones cannot be evolved; but it will not be for the 
want of effort. Your assistance is solicited. 


We are coming to the close of the promotional 
period of direct Advancements to Fellowship. 
After December of this year, all applicants must 
proceed through each rank of membership. This 
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necessitates further review of the procedure of 


advancement. It occasions the fundamental ques- 


tion,.as to whether membership should be retained 
by those who evidence no improvement. Should it 
suffice that so many years of membership makes 
an individual qualified for Fellowship? I hope not. 
Should an individual be permitted to be a member 
indefinitely irrespective of improvement? Surely 
membership is not a shield against incompetence. 
Surely membership is not the supreme privilege 
to be taken carelessly as something to enjoy un- 
earned like daily bread. Let us not fall into error 
and forget that our primary function is to stir 
the imagination, to enhance the inclination to 
think, to offer standards by which judgment may 
measure worth and to make mental processes sub- 
ject to self-discipline. If so, what have you and I 
accomplished within this past year to improve our 
mastery of the science of hospital administra- 
tion? What contribution have you and I made 
to advance the profession of hospital administra- 
tion? 


Therefore, the efforts to improve quality by 
selection and advancement has been effective to 
date largely by the fact of selection itself. The 
maturity of this process demands continuity of 
elevation. It will be a major objective of this 
year to more nearly crystallize what the past sev- 
eral years of experience direct in these policies 
and techniques. 


2 Standards were to be raised by a program of 
activities—The keystone of this program has been 
educational opportunity. The graduate course at 
the University of Chicago, the establishment of 
six Institutes located in different parts of the 
country and the announcement of an evening 
course at the University of Chicago this year are 
a glorious achievement. Over four hundred ad- 
ministrators have had the opportunity during the 
past year to refresh their knowledge at the Insti- 
tutes alone. It is easy to enthuse about the high 
quality of these endeavors and their contribution 


toward the elevation of the trained intelligence 


and the advancement in the command of the tech- 
niques of the hospital field. With the advent of 
one more Institute scheduled this coming year in 
New England, there appears no urgent need for 
additional Institutes within the confines of the 
United States. It would be foolish to imply that 
no further improvement could be made. Much 
remains to develop better teaching material, im- 
proved techniques of instruction and a more ade- 
quate supply of trained teachers. To that end we 
should be striving to modify our methods of in- 
struction, away from categorical assertions, to 
what truth is and towards assistance to the indi- 
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vidual to help him learn how truth may best be 
sought. The courses should be mind stretchers 
as well as fact dispensers. You will note the 
appointment of an Advisory Council in Hospital 
Administration Education consisting of experi- 
enced educators. It is hoped that during the com- 
ing year such a body will contribute much to the 
maturity of this major element of our program. 


An information and advisory service for Trus- 
tees of Hospitals has been another important com- 
ponent of our program. Trustees have found the 
College useful when seeking general counsel and 
specific information when searching for new ad- 
ministrators for their respective institutions. The 
published directory of the College has been the 
avenue of increased knowledge by Trustees of 
hospital administrators and their field. It is 
expected to publish a more up to date directory 
within a few months. One or more conferences 
of Hospital Trustees are planned for this coming 
year when among other objectives another ad- 
vance may be made for the field of hospital admin- 
istration, by this further dissemination of infor- 
mation. Perhaps similar avenues may be opened 
with the fields of medicine and the general public. 


So far the program is for the advancement of 
the field as a whole. Whenever individuals are the 
direct recipients, the privileges are for members 
and non-members alike. There are among us, those 
who feel that the program should contain more 
activities for the immediate and direct benefit of 
the individual members. During the past few 
years over a score of projects of this type have 
been suggested and considered by your Boards of 
Regents and Executive Committees. They range 
from a personal income-tax service to the current 
dissemination of scientific material to a full time 
hospital survey service. Shall it be the policy of 
the College to enlarge its personal activities in 
proportion to its program for the field as a whole? 
Surely not until the projects considered have been 
proven and the financial picture permits expan- 
sion without penalizing the development of the 
existing general program. 


Speaking of Finances 


As you know, the College during this last year 
had an income of fifteen thousand dollars—ten 
from dues and five from initiation fees. Each 
year the entire income, both dues and initiation 
fees, has been utilized to support the normal activ- 
ities. Next year it is expected the income from 
dues will be higher but there will be a shrinkage 
in initiation fee income. There are many of us 
who feel it would be prudent and wise manage- 
ment, if the funds received from initiation fees 
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should be reserved for anticipated periods of 
stress and that future programs be limited to the 
opportunities afforded by the receipts from dues 
solely. If so, special projects, above our present 
activities, must of necessity be self limited. 


Should our program include group voice and 
action? To date the College has been. shy to take 
action as a group on matters of prime importance 
to the field of hospital administration. We should 
tread this path softly and cautiously. However, 
in these troubled times it would be well, if our 
body cooperated with other national organiza- 
tions, in offering its services to the government 
for mobilization for war and for the development 
of greater unity of feeling between countries of 
the Western Hemisphere particularly those to the 
south. 


Conclusion 


The College might be considered a precocious 
youth that evidences maturity and yet reveals 
itself as—a child. It is said by our elders that 
more progress has been made in our field within 
the last five years than the preceding twenty- 
five. Eager to see the College realize the possi- 
bilities within it, I have thought of Browning’s 
comment at the end of the play, “A Soul’s 
Tragedy”—“Youth, with its beauty, and grace, 
would seem bestowed upon us for some such rea- 
son as to make us partly endurable till we have 
time for really becoming so of ourselves, without 
their aid: when they leave us.” Therefore, it is 
proposed that this year shall be one of conserva- 
tion, of crystallization and of refinement rather 
than expansion, remembering the words of Hil- 
ton: “For laziness in doing stupid things can be 
a great virtue.” 


Today the College has prestige, influence, intel- 
lectual vitality and consequent potentialities, far 
beyond those which have been evident in any for- 
mer period. Moreover, it has increasingly the 
openness of mind, the sense of responsibility and 
the determination to utilize its opportunities and 
to render its desirable service. Its major obliga- 
tion still is to human, society, and its principal 
solicitude is that hospital administration continu- 
ingly shall benefit from the absorption into itself 
of individuals who are better and wiser and more 
competent and more cooperative than they would 
otherwise have been. This is our challenge. The 
response that each of us makes to the summons 
will be the final criterion of whether we have 
“come of age.” Upon you and your response the 
College waits for justification of itself. May you 
find this the organization of your choice, striving 
to supplement your strength. 
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Business Reviews the Progress of Group 
Hospitalization 


THOMAS S. GATES, JR. 


HE contribution of group hospitalization to- 
T american life need not be emphasized to the 

members of the American Hospital Associa- 
tion. After all, the membership of the American 
Hospital Association represents the best informed 
large group on group hospitalization in Canada 
and the United States. You are able to observe 
the constantly growing number of people hos- 
pitalized under such plans. You have been able 
to observe the adequacy or inadequacy of pay- 
ment, made by such plans to your hospitals. You 
have concluded whether or not this is a desirable 
thing. You know its present value, its possible 
growth, you have a feeling as to whether or not 
you wish to have the services continued, expand- 
ing the agencies to include a larger number of 
people. 


It will therefore not be my purpose to tell you 
what you already know; it will be my purpose to 
point out such inadequacies as business now per- 
ceives in the voluntary hospital service plans and 
indicates some revision which I think we might 
profitably consider. In doing this I want you to 
know, however, that I do not believe this is a sin- 
gle opinion. I have searched diligently for the 
points of view which I mean to bring before you. 
As head of a hospital service plan I realize many 
of the problems which this new and engaging 
social experiment has to meet. I have also been 
on the Board of Trustees of a hospital which has 
since become a participating hospital in a hos- 
pital service plan. I have, therefore, had a little 
experience with the problems of both hospitals 
and hospital service plans, but it is my purpose 
here to represent the point of view of business. 


Selling Service on Group Basis 


Hospital service plans during the past few years 
have generally come to conclude that the most 
satisfactory business is employed group business. 
For that reason the first demand which a non- 
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profit plan makes upon business is the right to 
sell on the group basis and the right to collect, 
preferably by pay roll deduction. It is quite true 
that almost all business men are interested in 
their communities. Almost all community-wide 
undertakings require the cooperation of business 
men. Group hospitalization is not unique in this. 
We are very proud of what we have done in Phila- 
delphia. Outstanding men in the civic and business 
life of the city are hard-working members of the 
Board of Directors of the Associated Hospital 
Service of Philadelphia and many thousands of 
subscribers to our plan are due to their active 
interest. Business men must be interested because 
the life blood of their business is their community. 
But business men are also employers and man- 
agers. They are purchasers of equipment and 
man power in the same manner as those of you 
who are administering hospitals, are purchasers 
of materials and man power. It comes as no sur- 
prise, therefore, to observe some large industries 
buying commercial insurance against the hazard 
of hospital bills for their employees. 


This is not being done because such employers 
are uninterested in community-wide plans. It is 
done because such industries, on the basis of the 
analysis which they have made, have come to con- 
clude that their people and their industries will 
get the most for their money in a commercial in- 
surance plan. . 


Industry for the most part buys where it be- 
lieves it gets the most for the money. 


Ward Service Contracts Should Be Available for 
Employees in Low Income Bracket 


Almost all hospital service plans have made no 
provisions for other than semi-private patients. 
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In fact, nearly all plans have studiously avoided 
the problem which the lower income groups rep- 
resents. Yet the majority of employees of indus- 
try are people who use the lowest cost accommo- 
dations available in hospitals. The purchasing 
agent, or management itself, given the job of find- 
ing a low cost commodity for a specific purpose 
does not, except in dire necessity, substitute a 
higher priced commodity. Essentially that is the 
position in which industry finds itself with re- 
spect to the semi-private hospital service plans 
now available in the majority of American cities. 
The industries better paid personnel want to buy 
this service, will make sacrifices to get semi-pri- 
vate care. Industry for the most part is glad to 
lend its auspices to the fulfillment of this demand, 
but hospital service plans have made no real effort 
to provide low priced accommodations. 


It is true that persons who might have used 
ward facilities are now purchasing hospital serv- 
ice contracts. In Philadelphia for instance, it has 
been. indicated by a recent survey that 38 per cent 
of the people hospitalized under the plan would 
ordinarily have been hospitalized as ward pa- 
tients. The Cleveland Hospital Service Plan, The 
Minnesota Plan, The New York Plan and others 
have indicated similar results from surveys made. 
But as “one swallow does not make a summer,” 
responses indicating that many who now use semi- 
private services might have used ward services 
does not attest to the adequacy of present plans. 
Far more important it seems to me is a general 
complaint of industry, that ward service contracts 
are not available for those in the low income 
bracket in. many of the community-wide plans. 
Far more significant is the fact that commercial 
companies are today selling contracts designed to 
meet this need. 


A Significant Analysis of Income Classifications 


Let us accept as standard the rate of about 75 
cents for the individual; $1.50 for man and wife, 
and $2.00 a month for man, wife, and children for 
full family coverage. Let us consider, then, the 
number of people in varying income classifica- 
tions, in the metropolitan areas served by most 
of the plans in operation today. 


In a publication entitled Consumer Economics 
in the United States—August 1938 of the Na- 
tional Resources Committee, it was indicated that 
16.5 per cent of all urban families of two or more 
were in. the relief category; 25.9 per cent are in 
the area between the relief category and those 
earning $1,000; 23.2 per cent of the families are 
in the earning area between $1,000 and $1,500. 
Thus, 65.6 per cent of all the families in urban 


November, 1939 


communities having two or more persons in the 
family are in the category earning less than $1,500 
per year. Those earning up to $2,000 per year 
in urban communities include 82.3 per cent of all 
families. 


A quick comparison of this table with the stand- 
ards which are employed in determining the eligi- 
bility of those who receive free care in your hos- 
pital will indicate that more than two-thirds of 
this group would now be eligible to free care on 
the basis of the requirements of most hospitals 
having free facilities. 


It can be seen therefore that about 40,000,000 
people in the United States are in families earn- 
ing less than $1,000 a year. Another 20,000,000 
people are in families who are on relief. Thus, 
for this whole large group—60,000,000 people in 
the United States—socialized medicine has long 
since occurred. I think it must be obvious to 
anyone who thinks about the problem that the 
charity load for medical men and hospitals rep- 
resenting one-half of the population of the United 
States must be too great for either voluntary hos- 
pitals or physicians in private practice to carry. 


Meeting the Challenge of Our Industrial Age 


We have heard a great deal during the past few 
years about the need to protect the voluntary hos- 
pitals, that group hospitalization is the one sure 
way to avoid state medicine, that the voluntary 
practice of medicine and free choice of physician, 
that the voluntary hospital system, all are sacred 
entities and must not be disturbed. Indeed many 
business men faced with the threat of ultimate 
socialization have supported group hospitaliza- 
tion as a sound and sensible way to avoid regi- 
mentation. My question to you is simply this, 
“How adequate can any program be which does 
not meet the needs it sets out to meet? How well 
can you guard against socialization, against los- 
ing your identity as voluntary hospitals, and vol- 
untary hospital service plans, if you do not meet 
the challenge which is inherent in. our industrial 
age?” 


The United States and Canada is a tremendous 
area; geographically it is so large that no human 
mind can possible understand its implications. 
Hospitalization is available in the United States 
and Canada by areas on vastly different bases. 
Already today in the sparsely settled areas, in 
both the United States and Canada, socialization 
or more than that, state medicine, is for all prac- 
tical purposes, in effect. In the industrial East 
of the United States a narrow strip of land from 
Boston on the north through Baltimore on the 
south and extending not far inland, has in it con- 
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centrated 80 per cent of all the endowed capital 
for hospital purposes in the United States. When 
only 20 per cent of the endowed money for hos- 
pital purposes is available in what must be more 
than 90 per cent of the geographical area in- 
volved, can there be any doubt of serious differ- 
ences in the provision of hospital care through 
voluntary agencies in the United States? 


Hospitalization Has Become a Necessity for the 
Average Person Instead of a Luxury 


A moment ago we said that business has sup- 
ported group hospitalization. It was felt that 
the inroads of socialization. could be stopped by 
intelligent self interest of employers, employees 
and hospitals. But, you know of course that busi- 
ness will stop at certain lengths. Business will 
make every effort to cooperate, to guard against 
socialization. It believes that it is fundamental 
that American workmen should be able to deter- 
mine their own, economic destinies. But hospital- 
ization, as any other health aid, has long since 
passed from a luxury to a necessity item. The 
words of President Roosevelt “the health of the 
people is the concern of the government” clearly 
relate a modern conception. If the health of the 
people cannot be served by hospital service plans 
with all their social and humanitarian aspects, 
business may acquiesce in a very much less satis- 
factory program for all concerned. Because again 
business buys what its people want, what its peo- 
ple need. If Government can better supply the 
need, or private insurance, it will be purchased 
in the same manner as though voluntary agencies 
made the offer. 


I think we may expect business to stop after 
making articulate the demand of its employees. 
it will not take the bother to devise the method 
which communities, as a whole, may use to meet 
this need, however, important. the demand may be. 


Details of a Community Effort to Relieve a Health 
Problem Vitally Concerns All Hospitals 


At this point you may be asking yourselves, 
“What has all this to do with us? Leave the prob- 
lem of the method to the experts in the hospital 
service plan field. We have our own problems; 
they have theirs. To provide hospital care effi- 
ciently and effectively we need so much money for 
each day of service provided. It is up to the plans 
to provide this money.” There is no disagree- 
ment with this point of view of hospital service 
plans are regarded as so many small or large in- 
surance companies. But if the concept of hospital 
service plans is that of a non-profit, community- 
wide effort to relieve a health problem, hospitals 


are vitally concerned with the details of the hos- 
pital service plans. The closer any reasonable 
man approaches the problem, the more certain he 
must become that the narrow point of view which 
regards hospital service plans as so many insur- 
ance companies cannot prevail. 


The stake of hospitals is great any way the 
matter is put. If the plan over-extends or is un- 
wisely set up, hospitals stand to lose. If the rates 
are too high, or the benefits inadequate, so that a 
significant proportion of the community cannot 
buy the service and thus lend stability to the en- 
terprise, hospitals lose; if the rates are too low, 
so that adequate payments cannot be made by 
hospitals, hospitals again stand to lose. Hospitals 
must become actively interested in the details of 
the hospital service plans. But not in a narrow 
dollar for dollar sense. They must consider gains 
or losses on a per diem basis in a realistic manner. 
Hospitals, as any other economic agency, cannot 
hope to maintain a retail price structure for 
wholesale volume. The advantage which hospitals 
make in this, as in anything else, must be paid for. 
Gains or losses to participating hospitals in such 
plans cannot be regarded from the narrow point 
of view which comparison of remittances from 
plans and accumulations of standard charges 
which might have been paid by paying patients 
would indicate. 


No one will deny that hospitals must be paid 
the reasonable value of services provided ; trustees 
of hospitals and of hospital service plans will all 
agree on this. But reports from the majority of 
the hospital service plans having rates approxi- 
mating the schedule referred to now indicate that 
hospitals are receiving from plans and subscribers 
for extra services when, used an average of from 
$8.00 to $9.50 per patient day. Any loss, paper 
or real, should be avoided, if possible, but the 
main purpose of group hospitalization should not 
be lost sight of for the loss of a few cents per 
patient day, particularly when the per diem paid 
to hospitals for hospital service subscribers is 
relatively high. 


Each Community Presents Special Problems 


Here again, size of community; standing of 
hospitals; geography; the position of medicine in 
given areas—all contribute to make special prob- 
lems for each community. But it should be rec- 
ognized everywhere that volume deserves certain 
consideration, There can be no question that 
group hospitalization plans, on the whole, increase 
utilization of hospitals. This is true to such an 
extent that there are today serious students in 
the field who regard hospitalization. and medical 
care as non-insurable contingencies. We hope 
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hospitals and hospital administrators will begin 
to think less in terms of insurance and more in 
terms of distributing hospital care to the com- 
munities served by these plans. 


Retail Prices Cannot Be Maintained in 
Wholesale Volume 


If there is any merit in the idea that hospitaliza- 
tion and medical care are non-insurable contin- 
gencies, it becomes even more important that a 
realistic attitude be adopted with regard to rates 
paid to hospitals. If it is true, as is suggested by 
the non-insurable contingency idea, that much of 
sickness has a psychological basis, it is not im- 
probable that hospitals, for economic reasons, will 
be forced to adopt a more realistic attitude in this 
matter. My plea is that hospitals become active 
in making such revisions as may be appropriate 
before this is necessary. 


Already, several groups of participating hospi- 
tals have agreed to accept less than the per diem 
originally intended. Have such hospitals cancelled 
their contracts, as in at least one instance they 
might have? Was the action to stand by the plan. 
in these instances entirely motivated by public 
considerations? Have not hospitals come to re- 
gard such income as better than might have been 
received without such plans? May it not be said, 
on the basis of the comments of hospitals them- 
selves, that when faced by necessity hospitals will 
agree that retail rates cannot be maintained in a 
wholesale merchandising program, particularly 
when the merchandising program increases the 
volume of demand by so great a percentage? 


Summary 


My function on this program, as I said at the 
beginning, is not to tell you how well you’ve done. 
These plans were your idea in the beginning. You 
have done far far better than your professional 
contemporaries will ever admit. You have so 
startled the commercial insurance field by the 
rapidity with which you have met a latent demand 
that insurance today is just beginning to make an 
effective reply. But commercial insurance and 
government are today alert to the problems in this 
new field. May I respectfully suggest that if hos- 
pitals organized as they are today do not adopt a 
realistic attitude with respect to payment from 
such plans you may be dealing not with agencies 
in which you have a voice in management, but 
with private companies or a socialized system 
whose purpose it will be to use the endowments 
and the facilities which, as voluntary agencies, 
you have so painstakingly built up. 


To summarize, may I suggest that a kind of 
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semi-private service—not open ward, making pro- . 
vision for modest fees to private physicians, 
either through the Medical Service Plans now be- 
ing organized or by agreement with local med- 
ical societies or through Hospital Service Plans ; 
themselves, providing for low cost hospital care . 
and medical expenses—is, in my opinion, a first 
and serious challenge before your group. 


The facilities of hospitals should be so organ- 
ized and coordinated that service can be made 
available to such plans at a regular discount from : 
the rates charged paying patients. 


Hospital service plans must not do less than. : 
provide full coverage for all of the health hazards : 
which people in industry meet. It will not do at 
all to adopt the insurance company attitude,— 
that we can accept certain risks and deny others. 
Industry will cooperate with us to the extent that 
we eliminate further demands from employees ; 
with regard to this hazard. 


Continue the strong effort that you have already - 
made to provide all of the services to subscribers . 
which may be necessary when subscribers are : 
hospitalized. If sufficient money is not available : 
because of the present rate structure of hospital ' 
service plans, do not cut services, do not lessen 
benefits, except for control purposes. Hospitals - 
and hospital service plans can rely on it that if 
they continue to operate on the low margin of © 
administrative expense which they have done thus 
far; if they are completely frank on all of the~ 
questions that concern such agencies with their - 
communities ; their communities will support them 
in every respect. They always have; is there any 
reason to suppose that they will not continue? 


Today, 4,500,000 people in the United States - 
and Canada are enrolled under non-profit hospita! ' 
service plans. The administrative cost of most 
such plans, including all sales and other costs, 
have been reduced to between 10 per cent and 15 » 
per cent. In other words, these plans are set up 
and organized to pay out 85 cents to 90° 
cents on every dollar collected. A vast number of 
people have received hospitalization earlier—in : 
many cases, care which they would not have re- 
ceived at all but for the operation of plans. The >» 
implication to public health in this fact is so sig- 
nificant that hospital service plans today must be » 
regarded as an integral part of the health facil- 
ities of these two great nations. May I assure - 
you that business, as I know it, supports the vol- 
untary system completely, that it will make every 
effort to continue to aid in the intelligent effort ' 
which you are now making. May I urge you to 
continue your good work in the manner and with 
the enthusiasm in which you set out. 
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The Ideal Hospital Trustee 


CURTIS R. BURNETT 


ject of the ideal hospital trustee, there comes 


|’ contemplating the development of this sub- 
to mind the words of Gellett Burgess— 


“T never saw a purple cow, 
I never hope to see one; 
But I can tell you anyhow, 
I’d rather see than be one.” 


If that, however, is too subtle, perhaps the fol- 
lowing will prove a better illustration. 


A farmer always made it a practice to go to the 
circus when it came to his vicinity annually. He 
was much impressed with the beasts and animals 


and spent much time in the tent in which they | 


were sheltered. The camel with its one hump had 
become a familiar sight, but one day the circus 
had an added attraction in a Dromedary. When 
the farmer espied that animal with its two humps, 
he was astonished; viewed it from all sides, and 
after a critical inspection ejaculated, “Heck! 
There ain’t no such animal.” 


To build a substantial and lasting structure, a 
firm foundation is essential. Therefore, the first 
attribute our superman must possess is a faith in 
a Supreme Being. I care not whether he be a 
Catholic, Protestant, or Jew. He must have some 
source of guiding } ower that can be summoned in 
time of crisis or uncertainty, and be able to feel 
that he is sustained and directed toward sound 
conclusions. And he should be a family man. with 
wife and children in a home where affection and 
sympathy abound. 


Elements Involved in Hospital Operation 


The operation of our general hospitals today 
involves a heavy capital investment in buildings, 
grounds and equipment, heavy payrolls and multi- 
tudinous expenses, calling for a very definite 
knowledge of finance, such as investment of funds 
received in the form of bequests and legacies, in 
order to insure safety, coupled with a fair return 
in interest. A trustee should demand that ade- 
quate statements, prepared by a public accountant 
be provided monthly with comparative figures for 
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corresponding periods, and he should be able to 
analyze these statements, pick out the weak spots, 
and bend his efforts toward strengthening them. 


A trustee should be willing to exchange state- 
ments with other hospitals in his area where simi- 
larity of operations exist and studies of such state- 
ments might prove very helpful in locating waste 
or extravagance. 


Knowledge of purchasing, market conditions 
and seasonal buying periods, quality of foodstuffs, 
fabrics, fuels, etc., would be of great value for a 
trustee to bring to his institution. He should in- 
sist that favorite sons be eliminated when it came 
to purchasing, and that all legitimate sources of 
supply be permitted to figure on requirements, and 
the only “yardstick” be price and quality. When 
tradesmen know they have an equal chance, it is 
surprising what savings can be effected in this 
one department alone, and he should stress the 
necessity of available funds in order to take every 
advantage of cash discounts, and thus encourage 
the lowest possible quotations on materials and 
supplies. His attitude toward the Hospital Bureau 
of Standards and Supplies should be most friendly 
and cooperative. 


Building construction, kind of materials to use, 
where they may best be secured, and honest con- 
tractors to put them in place should be within the 
source of a trustee’s knowledge. An eye to beauty 
in layout of grounds, lawns, trees, shrubs and 
flowers is a talent that should be requisitioned. 


The various types of insurance that hospitals 
should carry for protection against fire, accidents, 
public liability, explosions, burglary, and hold up 
make it essential that he should know what form 
of coverage is the most desirable and least costly. 
A discrimination when it comes to bonding em- 
ployees will help to ease the burden of adminis- 
trators. 


HOSPITALS 


— ax dee eee ke ek J. ee eee 





vr. 


al a a 


The Value of Convention Exhibits 


The study of new and improved equipment and 
apparatus should be a major interest of a hospital 
trustee, and by visiting exhibits, conferring with 
doctors, surgeons and technicians, he should as- 
certain what other hospitals possess, and not be 
satisfied until his hospital has the most modern 
of apparatus so it may render the most efficient 
service to the patients who come to it. 


It should be a trustee’s pleasure to drop in his 
hospital unannounced at any hour of the day or 
night and observe how the work is being carried 
on, condition of kitchens and equipment used in 
preparation and serving of foods, conduct ot 
nurses, doctors and attendants on duty, how vis- 
itors are received and made comfortable. Peek 
into nurses stations, diet kitchens, and other units, 
not forgetting to note whether the telephone oper- 
ators have that kindly voice and courteous manner 
that means so much in tying the hospital to the 
outside world. 


At times he should visit the clinics. Here he 
will see a cross section of humanity that he may 
not ordinarily come in contact with, and as he 
observes the relief that is being rendered to those 
unfortunates who do not possess much of this 
world’s goods, he will be gratified that he is one 
of a group that make it possible for such a de- 
partment to function. 


The Interest of the Hospital Trustee in Education 


Many of our general hospitals have schools 
where students are taught the science of nursing. 
Problems of deportment and government while 
these young people are wards of the hospital re- 
quire at times the exercise of great tact, diplo- 
macy, and sound judgment in coping with them 
to the end that discipline may be maintained with- 
out unfairness or injury to those under survey. 


If a hospital trustee has sufficient influence with 
the local papers he can occasionally pass on to 
them some item of “human interest” that will 
interest the public, and at the same time help to 
keep the name of his institution in the minds of 
the people. 


Gifts and Bequests 


Some persons still have money that they would 
like to leave to some worthy cause when they pass 
on, and one never knows when a seed may be 
planted in fertile ground that will bring forth 
fruit in due season. You all have had the pleasant 
experience of being advised that your hospital has 
been the recipient of a gift, sometimes of very 
substantial proportion, from a person you or any 
other of your fellow trustees did not know even 
existed. The donor found out in some unknown 
way that he could be of real help. 
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Speaking of bequests, it may be a good place 
right here to relate a practice one of my true 
friends has adopted. He is a successful business 
man, well along in life, a bachelor, but a great lover 
of children and young people. For many years he 
has been president of the Board of Trustees of a 
Children’s Home in his home city, and has told 
me on several occasions how in the past he has 
gone to some of his cronies who were wealthy and 
told them he wanted them to become trustees of 
the home, that he wanted no money from them at 
the time, but they must remember the home in 
their wills. The scheme worked and several hun- 
dred thousand dollars have already been received. 
An ideal hospital trustee will have that card in 
his bag of tricks. 


Community Chests 


Community Chests are a very definite feature 
in the financial life of many hospitals. Partici- 
pation in campaigns, substantial contributions by 
himself and family, and the personal solicitation 
of funds from others are a prime requisite. A 
trustee should attend all meetings and dinners of 
the workers, speak an encouraging word to the 
novices, and by his example and precept prove a 
tower of strength in all money raising efforts. 


Parking, street congestion, and undue noise are 
common problems of all hospitals located in thickly 
populated areas. It is surprising what help can 
be secured from police and traffic authorities when 
our trustee happens to be a prominent and re- 
spected citizen. Traffic lights, Quiet Zone signs, 
rerouting of trucks and heavy vehicles, can all be 
accomplished if he knows his way around with 
the powers that be. 


Team Work 


We now come to what I consider to be almost 
the paramount qualification that our hero must 
possess, and that is the way he reacts to team 
work with his fellows on the governing board. If 
he has met the specifications previously outlined, 
he will be a power of strength in their delibera- 
tions and consideration of ways and means for 
smooth and efficient operation. He must know the 
administrator intimately, have frequent talks with 
him, gain his confidence, encourage him to un- 
burden his mind on all problems that he feels are 
beyond his own power of solution, make construc- 
tive suggestions which the administrator may put 
forth as his own, and convince him that he will 
back him up in every progressive experiment he 
may desire to try out. He must be a regular at- 
tendant at board and committee meetings, be not 
hesitant to make known his views on any subject 
under discussion, be always optimistic as to the 
future, and be ready to offer to assist his col- 
leagues when they find a hard nut to crack, and 
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‘ above all, be completely free from any condition 
that could be diagnosed as “Strabismus” or even 
mental astigmatism. Too many unprogressive 
. trustees can hold back an institution, keep its man- 
agement in a dither, and impair its usefulness far 
beyond what an uninitiated layman might dream. 
His decisions must be free from sentiment and be 
based on the reaction of the head and not the 
heart, and when he knows he is right, stick to it. 


As he mingles with friends and acquaintances 
in business, club, and civic activities, he should 
be constantly appraising them, and when he 
finds one that he feels could bring added strength 
’ to his board from any useful angle, be prepared 
to recommend him for any vacancies that might 


' exist. 


The Women’s Auxiliary 


A trustee should be a great champion of a 
women’s auxiliary. So many trustees fail to sense 
the potential power for good to a hospital that 
such an adjunct possesses, a link and point of con- 
tact with the outside world not possible through 
any other available avenue. A woman’s touch has 
been heralded in song and story, and wise indeed 
is the hospital that encourages its ‘““women folks” 
to undertake phases of work that can produce 
- revenue, good will and services that can not be 


- measured or calculated in “coin of the realm.” 


Cooperation with the Medical Staff 


Perhaps you thought I was going to leave the 
' doctors out of this pyrotechnic display. Oh, no. 
_ Here is where the ideal trustee can prove most 
useful. The opera and stage are not the only pos- 
: -gessors of prima donnas. The medical staffs are 
most naturally made up of all types of persons. 
We have the cold phlegmatic, well-balanced per- 
son, who goes along the even tenor of his way. 
' Then we have the high strung, nervous explosive 
- type. But one and all, sooner or later, feel that they 


have been abused or have not received the proper 
consideration from the management or medical 
board, and our subject must lend a patient an at- 
tentive ear to their story. Be sympathetic and try 
to see things from their angle, and by diplomatic 
means make them feel better, having had the 
privilege of getting their grievances off their 
chests, and when he is convinced they are right, 
use his utmost endeavors to secure what they feel 
is due them. There must be a complete under- 
standing between boards of trustees and medical 
staffs. Each group has well defined operations to 
perform and means must be provided to have each 
group keep the other advised of everything they 
should know, in order that the standard of service 
may be kept at the peak. 


The Trustees’ Section 


Some states and subdivisions have made splen- 
did progress in organizing Trustees. Sections of 
their local and state hospital associations, while 
others are woefully backward in their efforts. 
Legislation, state and national, inimical to the best 
interests of our general voluntary hospitals can 
best be controlled by influential citizens who know 
hospital problems from a trustee’s standpoint and 
while none of us can measure up to the ideal I 
have so crudely outlined, let us all take courage 
from the knowledge that service on a hospital 
board pays very high dividends in satisfaction of 
having placed an agency at the disposal of the 
people at their time of greatest need; that the 
prayers of countless numbers go up in gratitude 
for shelter, nursing, and medical aid. 


Let us determine that we are going to be better 
and more efficient administrators of that which 
has been entrusted to us, and at the same time re- 
new our efforts to build up the Trustees Section of 
the American Hospital Association to a point 
where it balances in influence and efficiency the 
other divisions of this most important body. 





The Hospital 


Do not fear the hospital. Sail your ship of life 
’ directly for this nearest haven of safety, when 
your physician, who is the barometer of your con- 
dition of mind and body, tells you to do so. If he 
says “Come to the hospital’ ;—go to the hospital. 


It is a place of safety—the only place, perhaps. 
I once spent a long time in a hospital—the Central 
Maine General Hospital. It is a happy memory, 
so far as tender and loving care are concerned. 
It saved my life. It was indeed, as I have said, 
the Happy Haven, comparable to a night, once 
upon a time, when in a storm-tossed ship after 
being beaten about for many days, we entered the 
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harbor. The waves stilled; the riding lights were 
hung port and starboard; a blessed sleep came; 
and morning dawned, bright and fair. 


Call it a hospital! Call it a House of Ideals as 
you please. : 


One thing, I do hope is this—that whatever you 
call it, the higher ideals of the surgeon, the physi- 
cian, the nurse, the superintendent, and of all 
associated with it may never pass. And I hope 
that as the years pass yet newer and later and 
even better additions may be made. 


A. G.S. 
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Hospital Development in Latin America 


ARISTIDES A. MOLL, Ph.D. 


HEN the first hospital deserving that 
WY sme in the United States was organized 

in Philadelphia in 1751,’ it may be re- 
called that most of the cost of the building and 
maintenance was contributed by popular sub- 
scription, largely through Franklin’s influence 
seconding Dr. Bond’s idea. Three physicians also 
took the lead when it came to opening the sec- 
ond American hospital in New York, chartered 
in 1771 but not ready until 1791. As may be in- 
ferred, both institutions, while assisted by the 
State, were privately managed and supported, a 
policy largely maintained to this day in the United 
States, if instructors of certain types are excepted. 


Because of the very nature of its settlement 
a very different situation developed in Latin 
America from the very beginning of colonial life. 
Spain has been a pioneer in many a line of human 
effort, a fact foreigners are wont to forget now- 
adays and her people apt to remember too much, 
perhaps to their own harm, since eyes which 
dwell long on the past are liable to disregard 
the present. As I have recalled on more than one 
occasion, this pioneering tendency left a large 
imprint in the welfare field. Mérida had a hos- 
pital centuries before one was built in England, 
and the first military field hospitals were Spanish. 
Before the XV Century, Castile had opened, for 
the first time in Europe, maternities, insane 
asylums, and homes for incurables. 


Spanish Interest in Public Welfare Carried 
Into the New World 


This noble tradition carried into the New World. 
As early as 1503, orders from his sovereigns were 
already on the way to Commander Ovando—who, 
incidentally, had anticipated them—in Santo 
Domingo to devote special care to the construc- 
tion of hospitals. Ferdinand and Isabella’s suc- 
cessors exhibited a similar earnestness of purpose 
on this point. In 1541 Charles V issued a decree 
ordering the creation of hospitals for Indians in 
the chief Mexican cities, and time and again the 
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Hapsburg kings (1573, 1652, 1693) had hospitals 
erected at their own expense or assigned funds 
for support, while continually urging the viceroys 
to inspect the institutions under their rule. For 
instance, Philip II, who had previously richly en- 
dowed the Manila ieper hospital, did not hesitate 
later to set aside funds for its operation from the 
Royal Treasury of Mexico. When a Peruvian 
viceroy asked permission in 1620 to build a mon- 
astery, the king advised him to see the Arch- 
bishop in order to have pious persons leave their 
money preferably to orphan asylums and hospi- 
tals, and another royal representative was told 
in 1693 that when convents were contemplated 
hospitals should be built instead. The Juan de 
Dios ? order was reminded in 1652 that the hos- 
pitals were primarily for the care of the sick 
and not for religious teaching, and their funds 
should not be distracted to other purposes. As 
late as 1768, 1769, 1780, royal decrees urged the 
establishment of asylums and homes and went in 
detail into their operation. 


Royal Permission Was Required Preliminary to 
Establishing Hospitals 


When in 1710 Bishop Romero planned a home 
for repentant streetwalkers, the king ordered him 
to desist. In Peru the Indians paid a hospital tax, 
and the king insisted that this money should be 
reserved for the purpose contemplated. In Haiti 
where the French held sway the king in 1719 as- 
signed a subsidy and certain privileges to the Cap 
Haitien hospital for men, providing also for weekly 
inspections by the royal physicians. In addition to 
the income from the tithe, the kings made from 
time to time special donations, and some hospitals 
had other sources of maintenance. For instance, 


2 Its founder, Duarte, led Pinel by nearly three centuries in 
the humanitarian care of the insane. 
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the Leper Hospital at Cartagena was supported 
from anchorage duties. 


This beneficent inclination on the part of the 
rulers was going to meet with new and strong 
reinforcements soon afterwards. While sending 
monks to convert the Indians and open churches, 
the pious and farsighted Isabella did not forget 
to impress upon them the need of hospitals in the 
New World. The great Cardinal Cisneros, as early 
as 1516, urged the Hyeronymites to get busy in 
that field. The advice, perhaps unnecessary, did 
not fall on deaf ears. Bishops and friars hardly 
neglected any occasion to have a hospital next to 
their convent or church. We have for example 
the hospitals built by Bishop Marroquin and 
Father Paz in Guatemala, Zumarraga in México, 
Barrios in Bogota, Molina in Lima, Burgos, Com- 
postela and Penalver in Cuba, Solano in Cuzco. 


The first hospital at Rio was founded by the 
Jesuit Anchieta. At Habana, when the cathedral 
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Partial View of the Children’s Hospital, Lima, Peru 


was about to be built, Bishop Valverde specified 
that funds assigned be divided into two parts: 
one for the church and one for the local hospital, 
and the first nursing home (1705), owes its exis- 
tence to the bishop in whose memory all Habana 
foundlings are still christened Valdés. In Puerto 
Rico, Bishops Ximenes and Manso were instru- 
mental in having the earliest hospitals built. 


At Lima, Archbishop Loaiza, whose name is so 
perpetuated by the largest hospital, had by 1550 
already laid the foundations of a hospital for In- 
dians. Bishop Zumarraga did as much in México. 
Father Billini, in Santo Domingo, founded the first 
poor-house in 1867 and the first orphan asylum in 
1869. In Uruguay natives were trained as nurses 
in the missions. Priestly enthusiasm for the care 
of the sick reached such heights that Dutertre in 
Haiti reproached the Jesuits with preferring hos- 
pital work to saving souls. 


In order to remedy early abuses and deficiencies, 
religious orders, as that of the Bethlemites were 
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Archbishop Loayza Hospital, Lima, Peru 


given control of the hospitals. The Beato Juan 
de Dios order, which in the XVI Century began 
specializing in hospital care, was at an early date 
placed in South America in charge of hospital 
administration and nursing, but in spite of royal 
and vice-regal rules defining its powers and duties, 
they caused trouble time and again, until hospital 
control finally was placed in civilians’ hands. In 
other places religious administration of hospitals 
continued until the middle of the century and 
often long afterwards and to the present day at 
least in some instances. How strong their hold 
was may be seen from the fact that the English- 
man Cox (1819) was the first lay surgeon allowed 
to practice in the Santiago Hospital. 


Under the double impulse deriving from the 
lords of the temporal and the guardians of souls, 
it is not strange that by the time the first hospital 
came into being in the English colonies, Latin 
America should already be far ahead in providing 
shelter places for invalids and old people, as well 
as for the ailing. It may be interesting to recall 
the approximate dates of the earliest among 
them: Before 1503, Dominican Republic; 1511 
Puerto Rico; 1521 Panama; 1522 Cuba; 1523 or 
1524 México; 1529 Guatemala; 1540 Pert; 1543 
Brazil; 1552 Chile; 1550 Bolivia; 1556 Paraguay ; 
1564 Colombia; 1565 Ecuador; 1576 Argentina; 
1590 Venezuela; 1639 Canada and French West 
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Indies; 1703 Haiti; 1784 Costa Rica; 1787 Uru- 
guay; 1806 El Salvador. 


Plenty of faults may be found with the colonial 
system. It is only fair to add that insofar as 
hospitals were concerned, the Spanish colonies did 
not fare so badly. Conditions were often defec- 
tive and often atrocious, but probably not worse 
than in Europe at the time. In Lima, in 1800, 
there were 900 beds for 60,000 inhabitants, i. e. 
15 per 1,000. 


Influence of State and Church Rule Latin 
American Hospitals Even Today 


This twin influence of the State and the Church 
was to rule Latin American hospital policy to 
practically our own days, and still has the field 
much to itself in almost all countries. 


This should not be interpreted as meaning a 
lack of interest on the part of laymen, as this 
was far from being the case. The oldest hospital 
in America, the Hospital of Jesus of Nazareth, in 
México, owes its existence to a bequest of the 
greatest of Spanish conquistadores. Insane asyl- 
ums, foundling homes, and leprosy shelters had 
similarly their origin in private effort. However, 


the heaviest and often the entire burden fell on 
the authorities and the clergy, and in the case of 


the former, it still so falls. Whenever private 
endowments were forthcoming, it was through 
church dignitaries, and the monarch or his vice- 
roy became on granting the necesary license or 
charter the patron of the new institution which 
was put in the immediate charge of a board or 
brotherhood. Originally hospitals were supported 
on the same basis as cathedrals, on about 1-20 of 
the tithe; occasionally some other tax was avail- 
able, and finally legacies became the most impor- 
tant source of income. This support proved at 
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Hospital of Jesus of 

Nazareth, Mexico City. 
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times most inadequate and we have on records 
reports by bishops of a house about to fall down 
being called a hospital, and of a hospital with 
patients but no physicians or drugs. 


Lotteries 


Even when private or semiprivate organizations 
are in the field, they depend mainly for their sup- 
port on the public treasury. Out of 32 hospitals 
at Buenos Aires, 17 are municipal, 6 national, 3 
private but subsidized and 6 are supported by the 
foreign settlements. A source of maintenance has 
long been the ubiquitous lotteries, although un- 
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fortunately in many cases. failing to bring in 
sufficient funds for adequate and decent opera- 
tion. It is occasionally otherwise. For instance 
the proceeds of the Caracas lottery have been 
sufficient not only to finance the Federal District 
institutions but to enable the authorities to make 
substantial grants to such States as allow sale 
of its tickets. 


Control 


When the battered Spanish colonial regime fin- 
ally collapsed in the early XIX Century, one of 
its many legacies requiring immediate attention 
was the hospitals. In order to cope with this 
emergency, beneficencia (welfare) societies or 
boards were quickly organized in practically all 
of the new Republics. In Argentina the noted 
statesman Rivadavia invited in 1823 women to 
enter public life through the portals of charity, 
and organizations patterned after the one cre- 
ated under his auspices in Buenos Ajres are now 
a fact in practically all state capitals in the coun- 
try. In Chile in 1823 control was taken away 
from the religious orders to be placed in a wel- 
fare society having now a capital of about two bil- 
lion pesos. In Peru in 1826 the great statesman- 
physician Unanue created a Public Welfare Bu- 
reau, to administer all hospitals, cemeteries, and 
jails and to manufacture smallpox vaccine. After 
a number of vicissitudes, this bureau was replaced 
by local welfare societies, the most important of 
them being naturally located at Lima. The case 
of Brazil was quite different, as there was no 
violent disruption of the ties with the mother 
country, and the Santas Casas were thus able to 
continue their independent existence, hardly any 
important town in the country lacking one of these 
institutions, and some as at the one at Sao Paulo 
receiving over 17,000 patients a year in its 1,300 
beds. 


This set-up is quite frequently complicated by 
the growth of independent welfare boards at cap- 
ital cities with vast resources and quasi-inde- 
pendent status. The very efficient Ladies’ Wel- 
fare Society at Buenos Aires operates about 11,000 
beds in its hospitals, sanatoria, homes, etc., and 
the municipal Welfare Bureau (Asistencia Publi- 
ca) about 10,000 more. The Lima Society 
operates fully 30 per cent of the 12,000 beds in 
the country and handles 60 per cent of the funds 
spent on public welfare. 


Corporations 


Different and quite stranger elements entered 
the picture in recent times. Great industries— 
mining, oil, fruits, ete.—on going into Latin 
America, soon realized how important it was for 
them to keep their laborers in good physical con- 
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Truxillo Railroad Hospital at Puerto Castilla, Honduras 


dition. Part of this task could be done by physi- 
cians and dispensaries, but hospitals also became 
necessary. Institutions embodying modern ideas 
thus came into being in any number of Latin- 
American countries and are continuing to this 
day their efficient and beneficial work. The an- 
nual reports issued by the medical department of 
one of these corporations—the United Fruit Com- 
pany—contained a valuable and unfortunately 
now discontinued, mine of medical and sanitary 
information on the areas where they operated. A 
tendency is already manifest to compel these com- 
panies to furnish what they originally undertook 
to do of their own free will. In Costa Riea a tax on 
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banana export finances hospital care to patients 
from the plantation area. 


Panama Canal 


The construction of the Panama Canal also ex- 
erted decided influence through the splendid and 
well-manned institutions developed there mainly 
for the care of the personnel. These hospitals 
could not fail to attract patients from neighbor- 
ing countries and visits by Latin-American phy- 
sicians also became a matter of course, their ob- 
servations being turned to practical use on their 
return to their respective communities. American 
occupation in Cuba, Puerto Rico, Haiti, Santo Do- 


Island 


Municipal Hospital in Havana, Cuba 


Left: The Cancer Institute of 
Buenos Aires 


Below: Saint Thomas Hospital, 
Panama 


mingo, Nicaragua, has exerted a similar beneficial 
effect. 
Foreign Settlers 


Immigration made great strides in Latin Amer- 
ica as elsewhere during the XIX Century. It 
was only too natural for new arrivals to wish for 
physicians speaking their own tongue, and for 
these practitioners to work in their turn for hos- 
pitals embodying their own ideas of treatment. 
Thus we now find hospitals for English-speaking, 
French, Italian, Spanish and Portuguese people in 
different Republics, not less than 17 of them in 
Argentina. Altogether, the English-speaking in- 
stitutions lead probably in part because of the 
joint interest of Americans and Britishers in 
them. However, they are far outnumbered by 
Italian and Spanish institutions in Argentina. 


Cuba’s Problem 


Another element somewhat akin to the one just 
mentioned began making its influence felt at least 
in one country. The groups of foreigners repre- 
senting various sections of Spain banded together 
in Cuba, especially Havana, to promote their 
mutual interests, protection against disease being 
one of them. Their collective funds have there- 
fore been used to furnish medical service of the 
highest type, including hospital care for a rela- 
tively small sum, in the form of annual dues, even 
to those well-to-do and fully capable of paying the 
usual medical fees. 
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Social Security 


An even greater influence, namely, social insur- 
ance, asserted itself recently in a small group of 
countries on the South Pacific coast. Chile led 
the way with its far-reaching 1924 law establish- 
ing sickness and disability insurance. The Chilean 
fund is also the largest of its kind in Latin Amer- 
ica, and its operations include a vast field. So far, 
however, the Social Security authorities there 
have not gone in for hospital construction on a 
large scale, stress being especially laid on the 
organization of clinics, dispensaries, and medical 
stations, particularly in rural areas. Hospital 
care has been mainly furnished through contracts 
with existing institutions, renting of buildings 
from the National Welfare Department, and more 
recently, construction of some tuberculosis sana- 
toria, preventories, one emergency hospital, one 
rehabilitation center and 3 treatment centers. 
The amount spent in hospitalization (over 12,000,- 
000 pesos, about $500,000 a year) represents one- 
eighth of the total expenditure for medical aid. 


Ecuador, where a social security law was 
adopted in 1935, has followed lines similar to Chile, 
depending mainly on contract services to furnish 
hospital care, although the fund has begun the 
construction of its own clinics in the principal 
cities and has under advisement plans for a hos- 
pital at Quito. 


A decided departure from this policy has been 
made by Peru, where a social security law was 
also promulgated in 1936. The plans of the Fund 
have already borne fruit in an American-designed 
hospital-polyclinic in Lima with a 600 bed capac 
ity and possibilities of enlargement, the most up- 
to-date establishment of its type in the country. 
Construction of 10 more provincial hospitals is 
also contemplated, and work on one of them at 
Oroya, in the area of the famous fever, has al- 
ready started. A network of dispensaries and 
rural stations situated at stragetic places will 
route human material to these hospitals. 


As hospital-operating agencies have multiplied, 
crossing of wires and some duplication have been 
unavoidable. In a number of countries hospital 
control is placed directly in the hands of the 
health authorities; in others in bureaus or divi- 
sions whose connection with the health authorties 
lies in their both being in the same department, 
while in a few more a separate organization han- 
dles this question. The same divergence rules 
the local field. In Brazil, for instance, in some 
States hospitals are under the State health depart- 
ment; in others hospital care is furnished by sub- 
sidized private institutions or by another branch 
of the State Government, or in some instances, by 
the National Government itself. 
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Rawson Hospital, Buenos Aires, Argentina 


Along the same line of thought, a law in Peru 
limited the powers of welfare societies and pro- 
hibited private organizations to acquire real prop- 
erty or raise perpetuating funds. A recent Colom- 
bian decree also requires subsidized hospitals to 
conform to standards prescribed by the National 
Ministry of Health. In other countries control or 
supervision has been definitely vested in the 
health authorities. At several Pan-American san- 
itary conferences resolutions have been approved 
favoring such control or some form of coordina- 
tion in order to avoid duplication, inefficiency and 
waste. 


Lack of Hospitals 


More hospitals and beds are of course needed 
generally. There are several reasons for this, 
among which an increased population comes first. 
Another contributing factor is the disappearance 
of the old dread of hospitals and the belief that 
they are only for indigent people. In Argentina, 
for instance, the proportion of people receiving 
hospital care has increased from 2.85 per 1,000 in 
1871 to 17 per 1,000 in 1900 and 40 per 1,000 at 
present, which is still below 60.8 per 1,000 in 
Chile. In Uruguay the number of beds in charge 
of the Public Welfare Bureau rose from 7,594 in 
1916 to 14,281 in 1928. Welfare appropriations 
have increased in Mexico 55 per cent from 1930 
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Hospital de Chiquinquira, Maracaibo, Venezuela 


to 1937 and hospitals patients from 145,000 to 
171,000, while population increased only 17 per 
cent. 


There are about 400 hospitals with over 60,000 
beds in Argentina, but nearly two thirds of these 
are in the Federal Capital and the neighboring 
province of Buenos Aires which have only about 
45 per cent of the total national population. Out 
of 48,000 patients treated each year in the 3,400 
hospital beds available in the Republic of Guate- 
mala, 27.5 per cent belong to Guatemala City. Of 
about 12,000 beds in Pert, more than 40 per cent 
are in Lima proper, the proportion of beds per 
1,000 being 1.4 for the whole country and 9 for 
its capital. In the State of Sao Paulo, Brazil, 30 
per cent of beds are in its capital city, and about 
half of its 250 towns have no hospital. In Colom- 
bia the last Presidential message called attention 
to the enormus inequality existing between ithe 
few largest cities and the majority of towns since 
only 30 per cent of these are provided with hospi- 
tals, and many of these can hardly be called such. 


The average stay, of about 18 days in Chile and 
of about 25 days in both Buenos Aires and Lima, 
compared to about half as long in the United 
States, certainly does not help the situation. 


Another important element is the increasing 
demand for facilities for the treatment of special 
conditions or groups as cancer, tuberculosis, lep- 
rosy, obstetrical cases, children, of better means 
for handling others such as insanity and leprosy 
cases, and lately in two Republics for care of war 
cripples. 


Of the different single diseases, those receiving 
the most attention practically everywhere in al- 
most all parts of Latin America are tuberculosis 
and leprosy. In Mexico, for instance, an increase 
of beds for tubercular patients has long been un- 
der consideration and plans for a group of 5 large 
leprosaria have been approved. In Argentina 
there have been finally opened the first two leper 
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colonies in the group long under study. Vene- 
zuela is planning to reorganize and perhaps relo- 
cate hers and Colombia is taking similar steps. A 
short time ago there was only one cancer institute 
in Latin America. We find now such institutes in 
Buenos Aires, Rosario, Santa Fé, Sao Paulo, Rio, 
Santiago, Bogota, Medellin, Habana, Lima, San 
Juan, Montevideo, Caracas and in other places 
cancer wards or services. 


Certain special diseases have at times forced the 
building of special emergency hospitals or rather 
infirmaries. This was the case some decades ago 
with verruga in Pert, with a similar condition 
quite recently in Colombia, and right now with eye 
disease in Argentina, and Mexico with onchocer- 
cosis, with venereal disease in Rio and Bogota; 
and the same course has been suggested for ma- 
laria elsewhere. 


The effort to improve conditions has made itself 
apparent practically everywhere in unbiased and 
even critical surveys. A former secretary of health 
in Cuba stated in 1936 that 95 per cent of the hos- 
pitals in the island needed repairs or new equip- 
ment. The present 27 hospitals should be increased 
by 25 in order to meet actual needs. The surveys 
in Brazil are another case to the point. In Bolivia 
attention has been called to deficiencies in hospital 
service by the National Health Department. A 
recent Chilean report emphasized that 53 per cent 
of the hospitals lack obstetrical wards, 76 per cent 
children’s wards, 75 per cent surgical wards and 
40 per cent x-ray service. In Argentina the former 
administration pointed out to the National Con- 
gress in 1934 that there were beds only for 4,300 


“ of the 140,000 tuberculosis patients; 14,000 of 


54,000 insanity cases; 200 of 3,300 cancer patients, 
250 of 2,500 registered lepers, 225 of 8,500 deaf 
and dumb, and 325 of 6,000 blind. Similar inven- 
tories have been taken in some Argentine prov- 
inces, as for instance, Santa Fé. A study is being 
made in Guatemala to coordinate hospital service. 


The tendency is not merely to find fault, but to 
remedy the situation. Thus the Bolivian Govern- 
ment submitted in 1937 a reorganization plan for 
the whole country, pooling the resources of the 
National Health Department, the University and 
the municipalities. This included plans for replac- 
ing the largest hospital (650 beds) in La Paz and 
that in Oruro; the Province of Santa Fé recently 
approved comprehensive plans including a large 
loati,.to build new hospitals and provide about 2,000 
more beds in the different cities. The work being 
conducted under national auspices in Argentina, 
Brazil, Cuba, Dominican Republic and Venezuela, 
by the social insurance authorities in Peru, and 
by a number of States or provinces in Argentina 
and Brazil also bears this out. Out of the munici- 
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pal budget of over one hundred million, the city of 
Buenos Aires has spent in recent years over 20 
per cent in hospital maintenance. The conclusions 
of the last International Hospital Congress have 
been taken into account in Mexico in designing the 
railroad employees and children’s hospitals in 
Mexico City and two general hospitals in Mon- 
terrey. 


A new silverlined cloud has risen of late on the 
horizon. The rural population has been claiming 
a fairer share of governmental protection includ- 
ing medical and hospital care. One government 
after another has recognized the reasonableness 
of this claim. Argentina, Chile, Colombia, Mexico, 
Peru and Venezuela are leading in this movement 
of health and care for all the people, as shown by 
their Presidents’ messages. 


Recent Progress 


A very cursory glance as time allows no more, 
reveals the enormous progress made lately in this 
field in a number of Republics. In Buenos Aires a 
new army hospital has just been opened, a new 
university hospital is under construction and a 
new maternity is being planned while ten million 
pesos are being spent in improving the older insti- 
tutions. The new army hospital in Habana is a 
model institution and so is the one named after a 
French urologist in Santo Domingo. One Pe- 
ruvian undertaking has already been mentioned, 
and similar programs are being pushed by other 
governmental branches. Less attention has been 
given to the more ambitious plan in progress in 
Venezuela. In Caracas, the capital, a new mater- 
nity, a children’s hospital, two tuberculosis sana- 
toria, a cancer institute, a psychiatric hospital, a 
Red Cross hospital, have been recently completed, 
and a vast project of similar hospital construction 
is under way in the smaller interior cities, includ- 
ing modernization of equipment in older institu- 
tions and improving the two large national lepro- 
saries. 


In Brazil the old saying that the whole country 
was nothing but a vast hospital is being rapidly 
disproved. In the State of Rio de Janeiro 7 new 
hospitals have been built or are planned, a number 
of excellent hospitals have been recently finished 
in the city of Rio de Janeiro itself, Sao Paulo is 
completing up-to-date hospitals for its two medi- 
cal schools and Rio, Bahia and Porto Alegre will 
soon have similar institutions. Until a very short 
time ago, the Federal Government maintained but 
few hospitals or homes, restricting itself to small 
grants to a few establishments and letting the 
burden rest on the individual States. Lately, how- 
ever, a new policy has been initiated, especially as 
regards tuberculosis and leprosy. Federal funds 
are being used to build 9 tuberculosis sanatoria, 
the largest of them (600 beds) in Sao Paulo. The 
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object is to raise the 3,800 beds now available to 
13,700 which are needed. Increasing amounts are 
also being devoted to care of the lepers, aiming at 
the completion of the total 25,000 beds considered 
necessary and bringing about some uniformity in 
this field between the different sections of the 
country, since some as Sao Paulo and Minas 
Gerais were fairly well provided and are cooperat- 
ing effectively with the national authorities, while 
others had hardly made any provision for their 
cases. This effort has also embraced other fields. 
A new Cancer Institute is under way in Rio. Two 
teaching hospitals, one of them on a grandiose 
scale, are under construction at Sao Paulo. 


Another problem receiving attention is men- 
tal care. Enormous differences are also apparent 
here. Next to some States as Sao Paulo and Per- 
nambuco where the problem is practically solved, 
others have barely touched it. In order to get a 
clear view of the situation, the National Depart- 
ment of Health has undertaken a survey on which 
to base a national program, having in mind fur- 
nishing hospital care on an uniform standard to 
all parts of the nation. Some States, notedly Sao 
Paulo, have hospital commissions pursuing similar 
purposes within. their own jurisdiction. Such com- 
missions are also in existence not only in Argen- 





One of the Group of New Tubercular Sanatoria Being Built 
By the Federal Government in Brazil 
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One of the New Inexpensive Tropical Hospitals in Haiti 


tina and several of its provinces but in the Na- 
tional Capital itself. 


Free Service 


The fact has been previously mentioned that 
support of hospitals has largely been left to the 
care of fhe Government. In Chile, for instance, 
the welfare budget is financed about 50 per cent 
by funds from the society themselves, 20 per cent 
by the social security contribution, and the other 
30 per cent is borne by the National Government. 
One question very much to the fore in recent years 
everywhere is to what extent free service should 
be furnished. The early hospitals were devoted 
to the care of the indigent, and the principle of 
non-paying treatment still largely rules hospital 
operation. 


Metropolitan Dominance 


As a general proposition, larger cities are well 
provided with hospitals throughout Latin Amer- 
ica. Cities having several hospitals with 100 beds 
or more: Argentina; Buenos Aires, Rosario, Santa 
Fé, Cérdoba; Brazil,—Rio de Janeiro, Sao Paulo, 
Santos, Recife, Florianopolis (2), Porto Alegre 
(4) ; Chile,—Santiago and Valparaiso; Colombia, 
—Bogota (6), Barranquilla, Medellin; Cuba,— 
Habana; Dominican Republic,—Ciudad Trujillo; 
Ecuvador,—Quito and Guayaquil; E] Salvador, San 


Haitian Hospital at Cape Haitien, a Legacy of French 
Colonial System 
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Salvador (2); Mexico,—Mexico City; Panama,— 
Panama; Perti,—Lima; Uruguay,—Montevideo 
(6) ; and Venezuela,—Caracas (5). 


Cities having one hospital with 100 beds or 
more: Bolivia,—La Paz; Brazil,—Aracaju, Belém, 
Belo Horizonte ; Chile,—Concepcién ; Costa Rica,— 
San José; Cuba,—Santiago; El Salvador, Santa 
Ana, San Marcos, Nuevo San Salvador; Guate- 
mala,—Guatemala City; Haiti, Port-au-Prince, 
Cap Haitien; Honduras,—Tegucigalpa; Mexico,— 
Guadalajara, Leén, Mérida, Monterrey, Puebla, 
San Luis Potosi; Nicaragua,—Managua; Para- 


‘guay,—Asunci6n; Venezuela,—Maracaibo. 


The five largest cities in Argentina average 4 
to 6.3 beds per 1,000 inhabitants; the 9 largest 
cities in Brazil, about 2 to 9.5 beds; the two larg- 
est ones in Chile, 7 to 9 beds; the 3 largest ones 
in Colombia, 4 to 6 beds; Habana about 6; 5.1 in 
Ciudad Trujillo; over 10 beds in Guayaquil; 3.6 in 


ies 


Theater Attached to the Puerto Rican Sanatorium at 
Rio Piedras ; 


Port-au-Prince; 6.5 in the capital of Honduras; 
the most important cities of Mexico about 4; 4.5 
in the capital of Nicaragua; 6.4 in the 2 main 
cities of Panama; 2 in Asuncién; 9 in Lima; 10 in 
San Salvador; 6 in Montevideo; about 6 in Cara- 
cas. In Brazil most of the States have less than 2 
beds per 1,000 population, but their capitals over 7 
and 8 and even. 9. A similar disparity is seen in 
most countries. San José, C. R., is the city best pro- 
vided with hospital beds: 24 per 1,000 inhabitants, 
the country as a whole having over 4 beds per 
1,000 or nearly 4 times as many as some of the 
neighboring republics. ‘ : 


These figures are liable, however, to prove mis- 
leading and over-optimistic. Capital cities in Latin 
America are usually centers of relief for the whole 
country and these available beds serve not merely 
the patients in the city itself, but large inland 
area. For instance in recent years 22.6 per cent 
of hospital patients in Buenos Aires were from 
out of town, and 42.5 per cent foreign born. This 


HOSPITALS 

















also partly explains the high death rates for cer- 
tain diseases. 


Argentine Leadership 


The capital of Argentina, one of the few Latin- 
American countries with a practically solid white 
population, has long occupied an outstanding po- 
sition in the hospital field, hardly surpassed by 
any other city in the world. Even at a recent 
date Rio with a not much smaller population had 
less than one-fifth as many beds as Buenos Aires. 


Pan-American Sanitary Bureau 


The Pan-American Sanitary Bureau, the inter- 
national public health agency of the 21 American 
‘epublics, has naturally been compelled to give 
considerable attention to a subject so closely con- 
nected with preventive medicine. Each issue of 
its monthly Bulletin contains a section dealing 
with hospital developments and occasional articles 
pertaining thereto are published. Requests for 
assistance and advice on different phases of this 
problem are constantly received, varying from 
plans for construction, organization, equipment to 
lists of standard books, securing nurses and even 
superintendents and other personnel, and train- 
ing of interns and nurses. 


Deficiencies 





Obviously the deficiencies in equipment and op- 
eration perpetrating mistakes or omissions of the 
past, are being gradually remedied in Latin Amer- 
ica. This is the case with the improper ventilation 
and lighting and impractical enormous wards of 
the old hospitals. Windows and other openings 
are being screened against insects. Crowding is 








being done away with. Steps are being taken to 
organize efficient nursing and social service staffs. 


Clear-eyed Latin Americans realize their disad- 
vantages of their own situation and weak points 
in their welfare organization. They are at work, 
however, with a view to improving it and building 
on a more solid basis for the future. “We’re try- 
ing to catch up,” they apologize. It is a hard task 
but “give us time and we’ll accumulate relief capi- 
tal, as you people have done in the United States, 
in the shape of hospitals, asylums, homes, sana- 
toria and dispensaries.” 


The Pan-American Sanitary Bureau would de- 
cidedly like to enlist in this movement the valuable 
cooperation and good will of the American Hos- 
pital Association. One specific and promising field 
will lie in helping to find room for Latin American 
interns and nurses wishing to complete their train- 
ing in the States. Any tangible aid in this direc- 
tion would not only promote the cause of human 
progress but contribute to further cement the 
bonds of Pan-Americanism in one of its most at- 
tractive manifestations. 


The preliminary steps now being guardedly 
taken with a view to eventually creating a Pan- 
American constitute a most encouraging sign and 
should meet the response this initiative deserves. 


Conclusions 


Only a bird’s eye view of such a vast and con- 
stantly changing panorama is possible under the 
circumstances. Latin American countries have 
become hospital-minded and taken long strides 
forward. Peace and prosperity may accelerate 
considerably this movement, and American help 
and encouragement assist in its development. 








On October 16, Ether Day, the George Robert 
White Memorial, the new 14-story unit of the 
Massachusetts General Hospital was dedicated 
with impressive ceremonies. 


The new unit costing $2,500,000 was the gift of 
Mrs. Harriet G. Bradbury, in memory of her 
brother, George Robert White. The building was 
designed by Henry R. Shepley of the firm of 
Coolidge, Shepley and Bullfinch, Boston architects. 
[t is laid out in the form of a cross, and its height 
above the surrounding buildings of the Massa- 
chusetts General Hospital affords a maximum of 
light and air. The simplicity and beauty of its 
architectural design is in keeping with the other 
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The Massachusetts General Dedicates the George Robert 
White Memorial 


fine units of the Massachusetts General Hospital 
group. 

It will contain 294 beds, an entire floor assigned 
to the x-ray service, ten operating suites, and an 
admitting service. 


Dr. N. W. Faxon, Director, advises that patients 
will be admitted to the new unit as soon as it is 
completely equipped, probably January 1. 


The dedicatory address was delivered by Doc- 
tor Fred A. Coller of the University of Michigan. 
Other speakers were Mayor Tobin; Dr. C. Sidney 
Burwell, Dean of the School of Medicine, Harvard 
University; and Charles B. Barnes, executor of 
the estate of Mrs. Harriet G. Bradbury. 
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Past-Presidents' Dinner 


Twenty-two of the past-presidents of the Amer- were John M. Peters, M.D., Providence, Rhode 
ican Hospital Association are still living. The Island, 1909; Frederic A. Washburn, M.D., Cam- 
Board of Trustees of the Association honored the bridge, Massachusetts, 1913; Thomas Howell, 
past-presidents with a dinner at the Royal York M.D., Summit, New Jersey, 1914; Winford H. 
Hotel in Toronto, Monday, September 25. Sixteen Smith, M.D., Baltimore, Maryland, 1916; Joseph 
of our past-presidents attended this dinner. The B. Howland, M.D., Bingham, Massachusetts, 1920, 
six past-presidents who were unable to attend and Robert Jolly, Houston, Texas, 1935. 


Pate Me 


gee 


Left to right, around the table: Henry M. Pollock, M.D., Boston, Massachusetts, Trustee; Peter D. Ward, M.D., St. Paul, 
Minnesota, Trustee; Frank J. Walter, Denver, Colorado, Trustee; Robert E. Neff, Iowa City, Iowa, Past-President, 1938; 
Robin C. Buerki, M.D., Chicago, Illinois, Past-President, 1936; Paul H. Fesler, Nopeming, Minnesota, Past-President, 1932; 
Christopher G. Parnall, M.D., Rochester, New York, Past-President, 1930, and Trustee; Joseph C. Doane, M.D., Philadel- 
phia, Pennsylvania, Past-President, 1928; Malcolm T. MacEachern, M.D., Chicago, Illinois, Past-President, 1924; George 
O’Hanlon, M.D., Jersey City, New Jersey, Past-President, 1922; Rt. Rev. Msgr. M. F. Griffin, Cleveland, Ohio, Senior 
Trustee; Warren L. Babcock, M.D., Detroit, Michigan, Past-President, 1911; G. Harvey Agnew, M.D., Toronto, Canada, 
President, 1939; S. S. Goldwater, M.D., New York City, Past-President, 1908; Fred G. Carter, M.D., Cleveland, Ohio, Presi- 
dent-Elect; Asa S. Bacon, Chicago, Illinois, Treasurer, Trustee, and Past-President, 1923; Arthur C. Bachmeyer, M.D., Chi- 
cago, Illinois, Past-President, 1926; Louis H. Burlingham, M.D., Wianno, Cape Cod, Massachusetts, Past-President, 1929; 
George F. Stephens, M.D., Winnipeg, Canada, Past-President, 1933; Nathaniel W. Faxon, M.D., Boston, Massachusetts, Past- 
President, 1934; Ada Belle McCleery, Evanston, Illinois, Trustee; Claude W. Munger, M.D., New York City, Past-President, 
1937; Ellard L. Slack, Oakland, California, Trustee; Donald C. Smelzer, M.D., Philadelphia, Pennsylvania, Trustee 
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HE ideal plan for hospital organization is out- 
T ies in a pamphlet entitled, “Manual of the 

Essentials of Good Hospital Nursing Serv- 
ice,” prepared by Division on Nursing of the 
Council of the American Hospital Association and 
a committee of the National League of Nursing 
Education. 


First, there is a managing board of trustees in 
charge of financing, building operations, stand- 
ards and means of management. They select and 
appoint a superintendent, or administrator, who 
is given complete charge as their representative 
to carry out their instructions, employ personnel, 
and pursue the business of hospital administra- 
tion. Next in rank is the director of the school 
of nurses, then the heads of the different depart- 
ments. The medical staff is usually a wholly sep- 
arate organization with representatives on the 
managing board. The staff cooperates with the 
superintendent but is not active in the practical 
administration of the hospital. This is the essen- 
tial professional set-up for any hospital. 


The Volunteer Group Hold an Important 
Position in Hospital Set-Up 


There has been found a need for additional as- 
sistance to make the hospital entirely adequate 
in its relation to the community and to the pa- 
tient. This need has been met by women’s aux- 
iliaries, which are in the delicately balanced posi- 
tion of a volunteer group attached to a highly pro- 
fessionalized machine. It is helpful for the suc- 
cessful operation of our auxiliaries if we aim to 
clarify problems, and if we realize which points 
we should emphasize to produce closer contact 
with those carrying on the practical hospital ad- 
ministration. 


Liaison Personnel 


As the value of the women’s board to the hos- 





Presented before the Forty-first Annual Convention of the 


American Hospital Association, Toronto, Canada, September 27, 
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pital is based upon carrying out a program which 
has been inaugurated or approved by the super- 
intendent, there must be delegated representatives 
to serve efficiently as liaison officers to carry on. 
the detailed business. 


Where there is @ school of nursing there should 
be a nursing committee in the auxiliary to co- 
operate with the director of the school. The di- 
rector should feel free to request the efforts of 
the committee in ways that will be of help to her 
in equipping the school, providing scholarships, 
and securing recreation and diversion for the stu- 
dents. The chairman of this committee will have 
charge of entertainments to raise money for these 
requests of the director. There should be like 
committees for social service, children’s floor, ma- 
ternity, library, occupational therapy or any de- 
partment for which the auxiliary is doing definite 
work. Some boards feel it is necessary to have 
committee meetings with the professional direc- 
tor once a month; some feel that the chairman is 
keeping in close touch with the situation and it is 
desirable to wait for particular needs or the pres- 
entation of a new problem to call a meeting. 


The managing board of trustees, composed of 
men or women, is not personally represented at 
the hospital at all times, the same is true of the 
auxiliary, consequently, the superintendent must 
act as intermediary between the two for all ordi- 
nary business. The president of the woman’s 
board should be kept informed by the president 
of the managing board of all changes in policy 
affecting the hospital and there should be a cor- 
dial relation between them about all new business. 
Any chairman of a committee dealing with a de- 
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partment in the hospital, represented by a like 
committee on the managing board, should feel 
free to suggest or receive suggestions, contribut- 
ing to their knowledge of situations or to in- 
creased efficiency. For instance, the chairmen of 
the nursing school committee on each board can 
be mutually helpful, and at various times have 
combined committee meetings. 


The Superintendent Must Control and Approve 
the Work of the Auxiliary 


No money-raising benefit or campaign should 
be launched or participated in by the women’s 
groups without having the approval of the super- 
intendent and the board of managers. The presi- 
dent or designated finance committee members 
should handle such arrangements. 


May I emphasize the necessity of realizing that 
the administrator or superintendent must approve 
and control the work of our auxiliaries as if we 
were a part of the professional set-up. It is nec- 
essary that this relationship be most cordial so 
that the work of the women in the hospital can 
be carried on quickly, quietly, and without being 
a burden to any of the employees. 


Professional Time 


The value of time to a business person needs no 
emphasis. Appreciation of its importance should 
be taken for granted among women having per- 
sonal contact in the hospital. While it is true, 
that as members of an auxiliary group, not sal- 
aried employees, we seem to stand in a privi- 
leged light when we consult the superintendent, 
the directors of departments, or nurses in charge 
of floors, we must realize the demands on their 
time and the way they have to budget each mo- 
ment. It is a good plan, when keeping such an 
appointment, to have an outline ready of the sub- 
jects to discuss so as to forget nothing important 
in our effort to be concise and businesslike. 


Probably the department head with whom it is 
easiest to transgress is that of the bookkeeper. 
No matter whether the books of the auxiliaries’ 
funds are kept by him or kept separately, he, ulti- 
mately, is responsible. Usually he can set up books 
for the treasurer of the woman’s board and have 
definite dates for reports under itemized funds. If 
this is rigidly adhered to by the group treasurers, 
the plan can make for economy of effort. 


It seems silly to mention to a group interested in 
hospitals, the value of time to the medical staff. 
Occasionally a doctor talks to the auxiliary to con- 
tribute helpful knowledge. To keep such a person 
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waiting is a grievous error. 
to this because I once attended an annual meeting 
of a health agency (not a hospital auxiliary) 
where a specialist was brought to a suburb and 
kept waiting an hour and a half before speaking. 


I only call attention 


Auxiliary Education 


Large boards are continually changing in mem- 
bership so it seems to me that at least once a year 
the superintendent or a member of the board of 
trustees should explain to the auxiliary the finan- 
cial standing of the hospital. This would mean 
that all members would know something of the 
cost of running a hospital, how the money for 
these expenses is raised, what endowments there 
are, what use is made of the income, what grants 
are made from state, county or city, as well as 
community fund or emergency relief and what 
these entail in service. 


If the auxiliary meets in the hospital it is com- 
paratively easy for the administrator to secure 
members of the staff representing various medical 
departments, to explain the necessity for new 
equipment. As auxiliary members we have to be 
able to discuss intelligently the rising cost of hos- 
pital care and the continual need of new appara- 
tus. We can, also, arrange certain times when 
sections of the hospitals are open for inspection 
by the women, taking groups on the guided tour 
plan so as to economize the time of explanation 
and yet keep the education up-to-date. 


Department Heads Should Attend Auxiliary 
Meetings 


The director of nurses should report at the reg- 
ular meetings of the board and keep the standards 
and program of the school constantly before the 
group. The head of the social service department 
should come before the assembled group often 
enough for it to know how the department oper- 
ates and the scope of its work. The infinite oppor- 
tunities for programs for education are too many 
to try to enumerate. Needless to say, as hospital 
auxiliary members, we are far more worthy of 
the name and position when we are intelligent 
about the organization for which we work. 


No matter whether the group is small or large, 
new, or of long standing, to be informed on hos- 
pital matters is essential in order to work in the 
hospital or for it in the community. The admin- 
istrator knows how necessary it is to have correct 
facts spread abroad about his institution. There- 
fore he should be vitally interested in working 
out a program of education for the auxiliary in 
cooperation with its officers. 
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Legal Aspects of Hospital Administration 


DEAN W. H. SPENCER 


UMAN society is merely an organized 
scheme of living and working together. 


Business, which in the minds of many is 


oractically coterminous with human society, is a 


oecuniarily organized scheme for producing and 
distributing goods and services which human be- 
ings wisely or unwisely want. For the accom- 
plishment of its objectives, society has developed 
much complicated machinery and many specialized 
types of social institutions. Important among 
these institutions is, of course, the hospital. 


Now it is as absurd to think of this vast com- 
plicated society functioning without some form or 
forms of control as it is to think of the heavenly 
bodies pursuing blind and unregulated courses in 
space. Control is indispensable to the smooth 
working of human society. To the extent that 
these forms of control function ineffectively, or 
to the extent that some break down, completely, 
the human family suffers. 


Many different agencies of social control op- 
erate in human society in the regulation of its 
members, institutions, and activities. Some are 
conscious; some unconscious. Some are formal; 
some informal. Without attempting to classify 
all forms of control at this point, mention may be 
made of customs, imitation, ethics, public opinion, 
fraternal organizations, labor unions, trade asso- 
ciations, the family, the church and the state. It 
goes without saying that those responsible for the 
management of a hospital as a human institution 
should have an awareness of the force and scope 
of these various forms of social control. 


Of these various forms of control shaping and 
conditioning the management of human institu- 
tions, whether manufacturing establishments or 
hospitals, law, an instrumentality of the state, 
stands out most prominently. It is formal in its 
pronouncements. It is conscious in its operations. 
It is more or less drastic in its sanctions and pen- 
alties. It is universal in its application. It is as 
powerful or as weak as the state which stands 
behind it. 
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In this discussion I propose to sketch in broad 
outline the law as an agency of social control in 
its relationship to hospital management. This I 
shall do in terms of these topics: (1) Hospitals 
defined and classified; (2) Organization. and man- 
agement of hospitals; (3) Taxation of hospitals; 
(4) Hospitals and the police power; (5) Liability 
of hospitals. 


In this connection, however, I wish to empha- 
size the fact that legal rules and minutiae, impor- 
tant as they are to the hospital administrator, are 
not as important as a certain point of view—that 
after all the law is merely one form of social con- 
trol; and that there are many forms of control, 
many of which are much more subtle and sig- 
nificant to the hospital administrator than law 
itself. 


Hospitals Defined and Classified 


The term hospital is derived from the Latin 
word hospitalis, indicating a relationship to a 
guest, and historically the term referred to an 
institution for the shelter and entertainment of 
travelers and strangers. In time it has come to 
mean an institution for the care and treatment of 
the sick and injured. In law, the term hospital is 
not a technical one. Legally it carries substantial- 
ly the same meaning as it does popularly. Courts, 
however, particularly in the interpretation of 
statutes, frequently face embarrassment in deter- 
mining what is a hospital, and in differentiating 
it from allied institutions such as homes for the 
aged, orphanages, and asylums. 


In law, hospitals are said to be either public or 
private. A public hospital is one which is under 
the control, direction, or management of the pub- 
lic through some division of the government—the 
county, city, or state. Such a hospital is ordi- 
narily established and financed by the government 
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or some subdivision thereof. It continues to be 
a public hospital even though it receives some pri- 
vate support and donations. 


A private hospital, on the other hand, is one 
which is not under the control, direction, or man- 
agement of the government or some agency there- 
of. Such a hospital ordinarily is established and 
financed by private donations. The fact that such 
an institution receives some financial aid from 
the state, county, or city does not alter its char- 
acter as a private hospital. It is not to be in- 
ferred from what has been. said, however, that a 
private hospital is entirely free from public con- 
trol. Like any private business institution, it is 
subject to reasonable police regulations of the 
state designed to promote the interests of the 
pubiic. 


A private hospital, even though it has facilities 
to do so, is under no legal obligation, to minister to 
the needs of all who apply for care and treatment. 
A public hospital, however, as any public institu- 
tion—such as a municipally-owned water, light or 
power company—must serve the public at request 
and treat all members of the political unit which 
it represents in substantially the same manner. 
A public hospital, just as a public school, may 
make reasonable charges for its services. These 


charges, however, are subject to public control 
and must be fair, impartial, and non-discrimi- 
natory. 


Another distinction of great importance is that 
between a charitable hospital and a non-charitable 
or profit-seeking hospital. This distinction is im- 
portant for two reasons. In the first place, the 
various states of the Union universally extend 
varying degrees of exemption from taxation ‘to 
charitable institutions, but not to non-charitable 
institutions. In the second place, the liability of 
a hospital for the wrongs of its agents and serv- 
ants depends in large measure upon the question 
of whether it is a charitable or non-charitable un- 
dertaking. I shall return to these two matters 
in later connections. 


Whether a given hospital is a charitable or non- 
charitable one depends fundamentally upon the 
construction of its charter. An institution in- 
corporated with capital stock, divided into shares, 
cannot in the nature of things be a charitable in- 
stitution. One court has said that the principal 
features of charitable corporations are “that they 
have no capital stock, and that their members can 
derive no profit from them.” 


Furthermore, an institution cannot be regarded 
as a charitable one unless its funds are dedicated 
to the promotion. of some public interest or charit- 
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able use. Courts, however, have been generous in 
their interpretation of what is a charitable use. 
The Supreme Court of the United States has said 
that “a charitable use, where neither law nor pub- 
lic policy forbids, may be applied to almost any- 
thing that tends to promote the well-doing and 
well-being of social man.” ‘ 


The fact that the charter of a hospital in some 
degree and manner restricts its services does not 
under the prevailing view render an undertaking, 
otherwise charitable, non-charitable. The Su- 
preme Court of Massachusetts has said that “a 
gift is a public charity when there is a benefit to 
be conferred on the public at large, or some por- 
tion thereof, or upon an indefinite class of persons. 
Even if its benefits are confined to specified 
classes, seamen, laborers, farmers, etc., of a par- 
ticular town, it is well settled that it is a public 
charity.” In a Pennsylvania case, however, the 
court held that a hospital organized for the care 
and treatment of Masons only, although a charity, 
was not “a public charity” within the meaning of 
the state constitution which grants exemption 
from taxation to public charities. The court said 
in part: 


A charity may restrict its admission to a 
class of humanity, and still be public; it 
may be for the blind, the mute, those suffer- 
ing under special diseases; for the aged, for 
infants, for women, for men, for different 
callings or trades by which humanity earns 
its bread, and as long as the classification is 
determined by some distinction which invol- 
untarily affects or may affect any of the whole 
people, although only a small number may be 
directly benefited, it is public. But when the 
right to admission depends on. the fact of 
voluntary association with some particular 
society, then a distinction is made which con- 
cerns not the public at large. The public is 
interested in the relief of its members be- 
cause they are men, women, and children, not 
because they are Masons. A home, without 
charge, exclusively for Presbyterians, Epis- 
copalians, Catholics or Methodists, would not 
be a public charity. 


A hospital, otherwise a charitable undertaking, 
is not deprived of its status as a public charity 
because it makes a reasonable charge for its serv- 
ices. Apparently a majority of courts take the 
view that hospitals conducted by industrial firms 
for their employes are charitable in character. 


Organization and Management 


A hospital, in the absence of some statutory 
prohibition, may be carried on either by an in- 
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dividual enterprise or by two or more persons as 
partners. More commonly, however, hospitals are 
conducted in corporate form. 


The power to create corporations, whether for 
profit or non-profit, resides in the legislative 
branch of the government. In modern times, leg- 
islatures in the exercise of this power have passed 
various types of general incorporating laws in 
terms of which eligible persons may incorporate 
under thé general supervision of some admistra- 
tive official of the state. In most states there is 
a general law providing for the incorporation of 
business corporations and another general law 
providing for the incorporation of non-profit in- 
stitutions. 


In Illinois, hospitals and other eleemosynary in- 
stitutions may be incorporated under a law which 
provides in part: 


“Societies, corporations, and associations 
not for pecuniary profit may be formed by 
three or more persons, citizens of the United 
States, who shall desire to associate them- 
selves for any lawful purpose other than for 
pecuniary profit, and who may make, sign, 
and acknowledge the same and file them in the 
office of the Secretary of State, stating their 
title, the location of the office by street and 
number, the particular business or object for 
which formed, the number of trustees, their 
names and addresses. Thereupon the Secre- 
tary of State will issue to the signers a cer- 
tificate of organization. which must then be 
recorded in the office of recorder of deeds in 
the county in which the organization has its 
principal office.” 


Similar laws exist in practically all states of 
the Union. In some the determination of char- 
itable purpose is left entirely to the officials with 
whom the articles of organization are filed. In 
other states, as in New York and Massachusetts, 
the purpose must have been investigated and ap- 
proved by some administrative board such as a 
Board of Charities. I am informed that in states 
where such approval is necessary, the preliminary 
investigation is usually of a rather perfunctory 
character. 


In the few states, particularly the older states, 
the statutes under which charitable institutions 
may be organized place a limit upon the amount 
of property which an eleemosynary institution 
may hold. These provisions are a survival of 
the mortmain statutes of England which were 
enacted at a time when Parliament feared that 
unless something were done to check the trend, 
title to all the land in the kingdom would eventu- 
ally rest in the Church. 
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The articles of incorporation or organization 
usually vest the management of the institution in 
a board of trustees, directors, managers, over- 
seers or whatever they are called in a given jur- 
isdiction. These officials exercise their mana- 
gerial powers by formulating general policies and 
by delegating their administration to ministerial 
officers, such as managers, supervisors, and su- 
perintendents. These officials, within the limits 
of the by-laws adopted by the overseers for the 
management of the institution, may redelegate 
their authority to representatives of their own 
choosing. 


Location of Hospitals 





The physical location of a hospital frequently 
presents an embarrassing legal problem. In states 
in which zoning statutes have been enacted and 
held constitutional, the problem is to a consider- 
able extent solved on a general basis. Aside from 
such statutes, the matter of the physical location 
of a hospital is determined or limited by the com- 
mon law doctrine of private and public nuisances. 


A nuisance has been defined as a “wrong aris- 
ing from an unreasonable or unlawful use of a 
house, premise, or property to the discomfiture, 
annoyance, inconvenience, or damage to an- 
other.” There are relatively few property uses 
which are nuisance per se. But a property use, 
perfectly lawful in itself, may become a nuisance 
if it is carried on at an unreasonable time, in an 
unreasonable manner, or at an improper place. 
There are several cases, for instance, in which 
courts have held that it is improper to establish 
and operate lying-in hospitals in a strictly resi- 
dential section of a city. 


Whether the location of a hospital in a given 
place is a nuisance is a question of fact to be de- 
termined in the light of the time, manner, and 
place of the operation, and the nature of the com- 
munity in which it is located. Indicative of the 
general attitude of courts with respect to the lo- 
cation of a hospital in this statement from a 
North Carolina case: 


“It is not a sufficient answer to a person 
whose property has been injured or destroyed 
to say simply that the act complained of was 
done in the exercise of the police power for 
the preservation of public health. It cannot 
be said, no matter how comprehensive the 
power, that a municipality might locate a 
pest-house in the midst of a thickly settled 
neighborhood, or that the power to erect a 
pest-house carries with it the further power 
to locate it at a place where it will injure 
others ... And in determining whether there 








has been a proper or an unwarranted exer- 
cise of discretion in locating a pest-house at 
a particular place, regard must be had to the 
location itself, the present necessities of the 
particular case, and other pertinent facts and 
circumstances.” 


Taxation of Hospitals 


A problem of great concern to hospital admin- 
istration is the matter of taxation. Every sov- 
ereign government enjoys the inherent privilege 
and power of taxing persons, property, and ac- 
tivities within its jurisdiction for the purpose of 
raising revenue to carry on those activities, the 
conduct of which cannot safely be left to private 
enterprise, such as the establishment of highways 
and harbors, and the provision of police and fire 
protection. 


We accordingly start with the fundamental 
principle that all persons and property should 
bear their equitable portions of the cost of gov- 
ernment. But all governments for one reason 
or another, sometimes good and sometimes bad, 
have lightened the burden of taxation of some 
persons and property, and in some cases have 
entirely exempted them from contributions to the 
financial support of public undertakings and 
services. 


For reasons of policy all states to a greater 
or less extent exempt property of charitable hos- 
pitals from taxation. The Constitution of Illinois 
provides that “the property of the state, counties, 
and other municipal corporations, both real and 
personal, and such other property as may be used 


exclusively for . . . charitable purposes, may be 
exempted from taxation, but such exemption shall 
be only by law.” Under the authority of this con- 
stitutional provision the legislature of the state 
has enacted a statute which provides that “all 
property of institutions of public charity, all prop- 
erty of beneficent and charitable organizations, 
whether incorporated in this or in any other of 
the United States and all property of Old Peoples’ 
Homes, when such property is actually and ex- 
clusively used for such charitable or beneficent 
purposes, and not leased or otherwise used with 
a view to profit” shall be exempt from taxation. 
Similar constitutional and statutory provisions 
exist in other states for the benefit of hospitals 
and other charitable institutions. 


Property of non-charitable hospitals is, gener- 
ally speaking, subject to taxation to the same ex- 
tent and in the same manner as the property of 
any corporation or business organized for profit. 
This is true even though the hospital may perform 
a considerable amount of work of charity. 


On the other hand, all real and personal prop- 
erty of hospitals organized for eleemosynary pur- 
poses, when used for the designated charitable 
purpose is, under these constitutional and statu- 
tory provisions, exempt from taxation. This is 
equally true of securities, a form of personal prop- 
erty, the income of which is exclusively used in 
charitable work. But real property which is 
leased or used for making profit is, generally 
speaking, subject to taxation, even though the in- 
come or revenue is devoted to the maintenance and 
support of the hospital. As one court says, “It is 
only when, the property itself is actually and di- 
rectly used for charitable purposes that the law 
exempts it from taxation.” The burden of estab- 
lishing the conditions under which the hospital 
is entitled to exemption from taxation rests upon 
the institution claiming it. 


Earlier, administrative officials, courts, and 
legislatures were inclined to be generous in their 
interpretation of provisions for tax exemptions in 
favor of charitable organizations. There are many 
charitable corporations, incorporated under spe- 
cial acts in early years which possess highly- 
prized tax-exempt charters, relieving them of the 
necessity of paying any general taxes. More re- 
cently, however, as public expenditures have 
mounted and as the difficulties of raising public 
revenue have increased, states, under pressure of 
public opinion, have been compelled to adopt a 
stricter attitude. During the past few years, 
many complaints have been made that too much 
property is escaping taxation on this score. Some, 
indeed, have gone so far as to suggest that the 
state should reverse its policy of granting tax 
exemptions to any institution for any purpose. 


Hospitals and the Police Power 


Another problem which confronts hospital ad- 
ministration is adjusting its managerial policies 
to the police power of the state. 


Police power is the power of a government to 
pass reasonable regulation to promote the health, 
safety, and morale of the people. Under this 
power a state or a subdivision thereof may pass 
a law regulating the location of hospitals, their 
construction, sanitation, and ventilation. They 
may regulate the dispensing of narcotics and re- 
quire the use of certain preventives under desig- 
nated conditions. These and numerous other types 
of general police regulations the state legislature 
or city council may pass, provided they are rea- 
sonably necessary in the promotion of the health, 
safety or morale of the people. 


In many states, all hospitals, public and private, 
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charitable and non-charitable, are placed under 
the general supervision of some administrative 
official or board. This too is a police regulation, 
designed to see that the hospital is being managed 
by competent and honest officials and that in its 
management it is complying with the standards 
of health and safety set by the state. In many 
states, the board of health is given the power to 
license hospitals and to revoke these licenses for 
cause. When the requirement of license is a con- 
trol device, it is required of charitable as well 
as of non-charitable institutions. When, however, 
the requirement of a license is merely a revenue 
device, charitable institutions are exempted from 
it. In other states the visitorial powers of the 
state are exercised by a Board of Charities or 
some similar organization. 


Liability of Hospitals 


A problem of grave concern to hospital manage- 
ment relates to the liability of the hospital. 


The liability of hospitals arises either out of 
the breach of a contract or out of the commission 
of atort. A contract is an agreement, based upon 
a consideration, into which a hospital voluntarily 
enters. The liability of a hospital in this respect 
is, for all practical purposes, the same as that of 


any normal person or corporation. For a breach: 


of contract, whether it be with a patient, a physi- 
cian, an employee, or a tradesman, a hospital is 
answerable for damage to the same extent and in 
the same manner as any normal person, whether 
natural or juristic. 


The liability in tort presents a much more fre- 
quent and perplexing problem. This is true not 
only because courts have to some extent departed 
from the usual principles of tort liability in these 
cases, but also because the very nature of the 
work of a physician and the hospital develops 
many situations involving tort liability. 


A tort is a legal wrong, causing damage to one’s 
person, property, reputation, or social and eco- 
nomic relations, for which the appropriate remedy 
is an action for damages. Liability in contract 
is voluntarily assumed; tort liability is imposed 
on a person for reasons of public policy, irrespec- 
tive of consent. 


There are many different torts such as assault, 
battery , deceit, libel, slander, conversion, and 
trespass; but the tort which creates most embar- 
rassment for the hospital administration. is one 
which is commonly designated as negligence. 


The question of the hospital’s liability in tort 
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arises in three situations: (1) situations involv- 
ing patients; (2) situations involving employees; 
and (3) situations involving third persons or 
strangers. 


It is generally held, in the absence of statutory 
or constitutional exemptions, that charitable hos- 
pitals are answerable in damage to employees and 
strangers for their negligent conduct in the same 
manner and to the same extent that business en- 
terprises are. A hospital cannot escape this lia- 
bility by showing that it acted carefully in the 
selection of its servants and agents. It follows 
that the important question in this connection 
relates to the liability of the hospital to its pa- 
tients for negligence. 


The term negligence has been differently de- 
fined by different writers. One writer says that 
“for present purposes we may define negligence 
as an improper regard of one for the safety of the 
person or property of another.” Another says 
that “negligence, therefore, essentially consists in 
the mental attitude of undue indifference to one’s 
conduct and its consequences.” It is frequently 
said that negligence is a failure to exercise that 
degree of care that a reasonably prudent person 
would have exercised in the same circumstances. 
Again it is said that negligence consists in a 
breach of a legal duty to exercise a proper degree 
of care for the rights of others. In brief, if one 
person directly or indirectly causes an injury to 
another, he is answerable in damage to the latter, 
if in causing the injury he did not exercise that 
degree of care which a reasonably prudent person 
would have exercised in the same circumstances. 








From what has been said it is obvious that 
rules of mathematical precision cannot be formu- 
lated for determining whether in a given situa- 
tion a person has been negligent as to an injurious 
result that he has caused. In each case it is a 
question of fact for the jury under instructions of 
the court. The jury, in making up a verdict, must 
first determine what actually happened; and, then, 
must say whether such conduct was reasonably 
prudent in the circumstances. In performing 
these functions, the jury as a cross-section of the 
community from which it comes, more or less 
vaguely and unconsciously measures the conduct 
of the alleged wrong-doer by its own standards of 
care and prudence. In this way, verdicts of juries 
in negligence cases roughly approximate prevail- 
ing standards of care in the community. 


In one case, the court said that it is the duty 
of a sanatorium to safeguard its inmates against 
dangers which mentally defective persons could 
not be expected to guard against. But, said the 
court, “it was for the jury to say what would con- 
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stitute ordinary care on the part of the defendant 
in taking precautions to prevent deceased from 
escaping during an irrational period.” In another 
case, the hospital was held responsible for the 
death of the plaintiff’s intestate from smallpox 
contracted in the defendant’s hospital on the 
ground that a nurse, knowing another patient in 
the hospital had smallpox, did not exercise the 
care of a reasonably prudent nurse in protecting 
the plaintiff’s intestate against the contagion. In 
another case, a hospital was held not responsible 
for the death of the intestate caused by jumping 
out of an open window since it had no basis for 
suspecting any suicidal mania on the part of the 
deceased when he was admitted. 


Although there is some authority for saying 
that there are different degrees of care, such as 
slight, ordinary, and extraordinary, courts and 
writers generally agree that there is only one 
degree of care, and that is the care which a rea- 
sonably prudent person would have exercised in 
the same circumstances. This principle is illus- 
trated by cases involving the services of physi- 
cians and surgeons. A physician, called to treat 
and ailment, is answerable for the injurious con- 
sequences of his treatment, unless he exercises the 
degree of care which a reasonably prudent skilled 
person would have exercised under the same cir- 
cumstances. An unskilled person who is called 
to minister to some one is not liable if he does 
as well as a reasonably prudent unskilled person 
would have done under the same circumstances. 
If, however, an unskilled person professes to have 
skill which he does not have, he is answerable for 
damages which he causes, even though he does 
as well as any unskilled person would have done; 
his wrong in this event consists of having pro- 
fessed to have skill which he does not have. 


Negligent misconduct may consist of doing 
something which one should not do at all; it may 
consist in doing badly something which one is sup- 
posed to do; or it may consist in doing nothing 
at all in situations in which there is a duty to do 
something. <A private hospital, for instance, is 
under no legal obligation to receive every sick or 
injured person who applies for medical care, but 
if it actually assumes control over a person or 
situation requiring expert attention, it is legally 
obliged to carry out its undertaking, and to carry 
it out with the degree of care that a reasonably 
prudent hospital would have exercised in the same 
or similar circumstances. 


Another important principle in this connection 
must be mentioned. I am not only responsible 
for the torts which I commit, but I am also an- 
swerable for all torts committed by my servants, 
agents, and representatives within the course of 
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their employment. In this event the injured per- 
son may sue me, my representative, or the two of 
us jointly, although, of course, he is entitled to 


only one satisfaction for the single wrong. As 


corporations, including hospitals, can only act 
through servants and agents, the injured person 
has, generally speaking, a choice of remedies. The 
representative or agent, however, is solely an- 
swerable for torts committed by him outside the 
scope of his employment. 


The doctrine in question, commonly called the 
doctrine of respondeat superior, does not apply 
to representatives acting as independent con- 
tractors. An independent contractor is one who 
is employed to accomplish a given result but who 
in the accomplishment of the result acts indepen- 
dently and is not under the direction or control 
of his employer. This has been. held to apply to a 
situation in which a doctor, not on the staff of 
a hospital, brings a patient there and improperly 
cares for him. In this event, the doctor alone is 
answerable for the wrong. 


On the question as to how far a hospital is an- 
swerable to patients for the consequences of the 
negligent conduct of its physicians, interns, 
nurses, and employees generally, there is some 
difference of opinion. I shall briefly summarize 
the situation. 


In the first place, it should be pointed out again 
that in any event the patient has his remedy for 
damages against the doctor, intern, nurse, or 
other employee through whose negligence he sus- 
tained an injury. 


In the second place, the liability of a non-char- 
itable hospital for negligent injuries to patients 
is substantially the same as that of a manufac- 
turing or selling corporation. The hospital is an- 
swerable in these cases even, though the patient 
was admitted on a charity basis. Some courts are 
inclined to say that in such cases the hospital is 
under duty to exercise only a slight degree of care. 
A majority of courts, however, take the view that 
the hospital in such cases must exercise the de- 
gree of care which a reasonably prudent hospital 
would exercise in the same circumstances. A cir- 
cumstance to be considered, however, is that the 
injured person was a charity patient. 


In the third place, there are at least three dif- 
ferent views as to the liability of a charitable hos- 
pital for injuries sustained by patients through 
the negligence of physicians, internes, nurses, and 
other representatives of the hospital. 


(a) In a few jurisdictions, courts, in determin- 
ing liability for negligence, treat charitable and 
non-charitable hospitals alike. These courts find 
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nothing in the situation to justify any lessening 
of the liability of a charitable hospital. Courts 
taking this view, while admitting that as a matter 
of policy hospital administrators must not divert 
endowed funds from proper purposes, feel that the 
requirement that a person or corporation should 
answer for the wrongs of servants and agents 
committed in the course of their employment is 
an even more important public policy. Under this 
view a charitable hospital is fully liable for in- 
juries sustained by patients through the negli- 
gence of doctors, interns, nurses, and other em- 
vloyees. 


(b) On the other extreme, in Massachusetts 
and in one or two other states, courts completely 
exempt hospitals from liability for the negligence 
of their servants and agents. “A public charitable 
hospital,” says one court, “is not liable for the 
negligence of its managers in selecting incompe- 
tent subordinate agents any more than it is for 
the negligence of subordinate agents selected with 
care.” Courts in reaching this conclusion proceed 
upon the theory that trust funds, dedicated to 
charitable purposes, must not be diverted to the 
payment of damages caused by the negligence 
even of their servants and agents. In a Missouri 
case, the Court says: 


“If we uphold the rule which would make 
an institution of charity liable to a patient 
who has been injured by an incompetent 
nurse, negligently selected, we destroy the 
principle we have endeavored to make clear, 
that charitable trust funds cannot be diverted 
from the purposes of the donor.” 


The reply to this is found in a Minnesota case: 


“We do not believe that a policy of irre- 
sponsibility best serves the beneficent pur- 
poses for which the hospital is maintained. 
We do not approve the public policy which 
would require the widow and children of de- 
ceased rather than the corporation (the hos- 
pital) to suffer the loss incurred through the 
fault of the corporation’s employees, or in 
other words, which would compel the persons 
damaged to contribute the amount of their 
loss to the purposes of the most worthy cor- 
poration. We are of the opinion that public 
policy does not favor exemption from lia- 
bility.” 


(c) Apparently, a majority of courts take a 
view somewhat between these two extreme views. 
These courts hold that a charitable hospital is not 
answerable to patients for injuries arising out of 
the negligence of its servants and agents in the 
course of their employment, unless it is shown 
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that the hospital management failed to exercise 
reasonable care in the employment of competent 
servants and agents. Of the courts taking this 
view, some proceed on the theory that trust funds 
ought not to be diverted to the payment of dam- 
ages except in the cases in which it appears that 
the hospital was negligent in the selection of com- 
petent representatives. Others say that a patient 
applying for the services of a charitable hospital 
impliedly agrees to limit the normal liability of 
the institution in the manner indicated. Funda- 
mentally this limitation of the liability of char- 
itable institutions is based upon public policy. It 
is substantially the same policy which legislatures 
follow in exempting charitable institutions from 
the payment of taxes. 


Under this view, the injured plaintff, in estab- 
lishing the right to recover from a hospital, has 
the burden not only of proving that his injury 
arose from the negligence of some servant or 
agent of the hospital, but also of proving that 
the hospital management did not, in the selection 
of its staff and employees, exercise that degree of 
care and caution that a reasonably prudent hos- 
pital management would have exercised under the 
same circumstance. Whether in a given case the 
management has exercised the requisite care is a 
question. of fact for the jury. 


The liability of a municipal or public hospital 
is on a somewhat different basis from that of a 
private charitable hospital. A municipal hospital 
from this point of view is treated as a municipal 
corporation. A municipal corporation, such as 
a city, has a two-fold character. On the one hand, 
insofar as it owns property and engages in pri- 
vate transactions, it is a proprietary corporation 
and is answerable as any proprietary hospital for 
acts and conduct of its servants and agents within 
the scope of their employment. 


On the other hand, a municipal corporation is 
a subdivision of the state in the performance of 
a certain. public function, that of safeguarding 
the health of its residents. In the performance 
of this and other public functions, a municipal 
hospital is not answerable for the negligence of 
its servants and agents. In one case, the court 
says: 


“The handling of persons sick with con- 
tagious diseases is a duty which the city per- 
forms through its officers and agents in the 
exercise of governmental functions. The 
benefits of such service go to the public and 
not to the municipality of a corporate body. 
Hence the manner in which the officers of the 
city perform said service cannot ordinarily 
render the municipality liable in damages.” 
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The General Duty Nurse in the Care of the Sick 


SISTER M. PATRICIA, O.S.B., B.S. 


a special field of service in the profession, 
has developed greatly within the last ten 
or twelve years. In hospitals without schools of 
nursing general staff nurses have long been ern- 


Ch duty, or general staff nursing, as 


ployed; in hospitals with nursing schools their . 


number has grown from about 4,000 nurses in 
1929 to about 27,000 in 1937.* So large an in- 
crease in a period of nine years is evidence of the 
importance which general duty nursing is likely 
to assume in the near future. For these reasons 
a discussion of the general duty nurse ought to 
prove interesting to all persons concerned with 
hospital work. : 


In preparing the present study, the writer con- 
sulted most of the current literature on “The Gen- 
eral Duty Nurse” and drew from her own expe- 
rience as administrator in a hospital where gen- 
eral duty service is continuously employed. The 
replies to a questionnaire, sent out to one hundred 
directors of nurses and fifty general duty nurses 
in hospitals in the central states, added interest to 
the investigation, and rendered great assistance 
in verifying or rectifying the conclusions derived 
from the two other sources. 


After the World War the nursing profession 
surveyed its own field and found an oversupply of 
nurses inadequately prepared to meet the public 
need for nursing. At the same time, the National 
League of Nursing Education pointed out that 
hospitals maintaining a nursing school should em- 
ploy a larger graduate staff in order to safeguard 
the care of patients and stabilize their nursing 
services. The Grading Committee, in its final re- 
port, also urged the increased employment of 
graduate nurses for bedside duty. Finally the 
larger hospitals, realizing that they could no 
longer depend upon student nurses, decided to 
employ graduate nurses to supplement the stu- 
dents; the smaller hospitals, one after another, 
gave up their nursing schools and used only 
graduates. 


*Results of the First Grading Study of Nursing Schools, Sec- 
tion III, page 24. 


Presented before the Forty-First Annual Convention of the 
— Hospital Association, Toronto, Canada, September 27, 
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All these factors worked together to attract in- 
creasing numbers into the field of general duty. 
In its study of 1,279 schools of nursing, published 
by the League in October, 1938, we read that 5,700 
more general staff nurses were employed in 1937 
than in 1935. 


Other Factors Which Brings the General Duty 
Nurse into Prominence 


Among other factors that operated to bring 
general duty nursing into prominence, we mention 
the following: 


1 The adoption of the eight-hour day for 
nurses and the present trend toward a 
forty-four to forty-eight hour week. As is 
well known, the reduction in working 
hours means an increase in workers. With 
the adoption of the forty-eight hour week 
the hospitals had to employ more gradu- 
ate help to meet their nursing load. 

The improved educational programs in 
schools of nursing 

The revised curriculum of schools of 
nursing 

4 New developments in the art and science 
of medicine 

5 The increase in the number of hospitals 


Broken Hours of Service for Student Nurses 


In maintaining an efficient educational system, 
the nursing school calls for broken hours of serv- 
ice for its student nurses. It often happens that 
the student must attend classes during the busiest 
hours of the day. To meet the situation created 
by such an arrangement, the hospital must call 
upon graduate nurses to take up the interrupted 
service. Then again, long periods of night-duty, 
very fatiguing for the young student nurse, can be 
easily withstood by an experienced graduate. 
Finally, the student-nurse must move from one 
type of service to another to secure adequate 
preparation in her course, while the employed 
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graduate may remain indefinitely in one depart- 
ment. For these and other reasons the hospitals 
of the country find it necessary to supplement 
their student nursing by general staff duty. 


Improvement of Type of General Duty Nurse 


The type of nurse interested in general duty 
has improved greatly in the past decade. Appar- 
ently this has resulted from three causes: the 
scarcity of positions available; the security 
which the steady positions offer; and especially 
the opportunity for real beside nursing, which 
veneral staff duty offers and which makes a strong 
appeal to many women. 


Adverse Conditions in General Staff Service 


The situation as it stands is far from ideal. 
There are adverse conditions in the general staff 
service. The most outstanding is the difficulty of 
maintaining the best type of nurse in general 
service. Frequently, nurses engage in bedside 
nursing because no other form of service is avail- 
able at the moment; as soon as a more attractive 
position is offered, they accept it at once. Natur- 
ally, such nurses do not give their best to the 
work at hand; they are not anxious to improve; 
they may even fail to give patients that efficient 
and expert care which they ought to have. 


The graduate nurse may become discouraged 
because of the low salary she receives. If she 
exhibits her dissatisfaction, as sometimes happens, 
she is likely to spread her discontent to others. 
When a spirit of this kind prevails for some time 
it tends to lower the morale of the student nursing 
group as well as of the general duty staff. 


Another possible defect in the general duty 
service is that general duty nurses trained in other 
hospitals are likely to come with an entirely 
different technique and be unwilling to accept the 
methods of procedure used in the hospital that 
employs them. Supervisors who handle such pro- 
blems require patience and tact in order to effect 
the necessary adjustments. 


The “Floater” 


Sometimes the general staff nurse is a mere 
“floater.” She wishes to travel; to see the world. 
She s ays in one place only long enought to earn 
expenses to get to the next hospital. Occasionally 
we encounter a nurse who has no interest in her 
work, heedless of the poor record she will leave 
behind her. While there are nurses of this type 
in the profession, I believe their number to be 
small, 


The “Mediocre” Nurse 


More often we encounter the nurse who is just 
mediocre. I think the reason is that general duty 
nurses are usually paid a standard salary with 
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no increase for high quality of work or length of 
tenure. In other words, they continue to give 
mediocre service because they have no incentive 
for improvement such as exists in other fields of 
the profession. The burden of correcting this last 
evil, as well as some of the other evils named 
above, is borne by the hospital. After all, gradu- 


_ ate nurses are usually no better than the schools 


from which they come or the hospitals in which 
they secure their experience as nurses. If we do 
not find them ambitious, courteous, thoughtful, 
we may conclude that the defects are due to in- 
correct methods either in the nursing school or the 
hospital. 


As far as the hospital is concerned, it should 
employ none who fall below certain established 
standards. These standards should be strict in 
regard to character, social and professional con- 
duct, as well as to education. We should inform 
the nurse, when she is employed, that in accept- 
ing the position she must agree to remain at least 
one year, unless unforeseen circumstances arise. 
Moreover, salary should be commensurate with 
that paid to nurses in other services. Also sal- 
aries should be graded by length of tenure and 
acceptable service.. This plan will entail a little 
sacrifice, perhaps, but the sacrifice will be compen- 
sated by the general efficiency it will produce. © 


Results of Questionnaire 


From a summary which we made of the replies 
to our questionnaire, we gathered some interest- 
ing facts. The summary reveals that the average 


’ salary of the general duty nurse is eighty-two 


dollars and seventy-five cents without mainte- 
nance, or sixty-seven dollars and fifty cents with 
maintenance. 


Almost two-thirds of the staff nurses receive a 
cash salary and full maintenance; a little less than 
one-third receive a cash salary and partial main- 
tenance; a small number (six per cent) receive a 
cash salary and no maintenance. Several replies 
show a great divergence as regards salaries with 
and without maintenance; some salaries are as 
high as one hundred dollars a month with full 
maintenance, while others run as low as fifty-five 
dollars a month with maintenance. 


The group of general staff nurses studied in- 
cluded nurses of various ages. Fifteen per cent 
married, with long and short experience in nurs- 
ing in hospitals of various sizes and types; forty- 
two per cent have been in their present positions 
one year; approximately six per cent were edu- 
cated in hospitals of less than one hundred beds. 


The replies of the general duty nurses reveal 
some interesting facts. The majority of them 
prefer to have their rooms outside the hospital. 


47 








The average time during which these general staff 
nurses were employed in other institutions _pre- 
vious to their present position was eleven and 
one-half months. Thirty-three and one-third per 
cent chose general duty because they wished to 
get more bedside experience; twenty-five per cent 
because they liked it; and twenty per cent for the 
steady salary. Sixty per cent of the nurses plan 
to remain in general duty; seven per cent would 
prefer private duty ; the remaining twenty-one per 
cent would prefer to be surgical supervisors, office 
nurses, science instructors or obstetrical super- 
visors. Thirty-five per cent of the nurses are per- 
fectly satisfied with general duty. The reasons 
for dissatisfaction among the others are: insuffi- 
cient salary ; no opportunity for advancement; too 
small a staff to give adequate care. To the ques- 
tion as to whether they consider themselves better 
off financially in general duty than in private 
duty, forty-five per cent replied, “Yes, on account 
of steady employment.” 


According to their own testimony, the directors 
of nurses replying to the questionnaire have em- 
ployed general duty nurses for an average of nine 
years. All except eight schools make use of reg- 
istries for obtaining general duty nurses. 


The Favorable Disposition Toward General 
Duty Nurses 


It is interesting to note the impression of vari- 
ous members of the hospitals in regard to gen- 
eral duty nurses. Eighty-seven per cent of the 
directors of nurses state that the medical staff is 
very favorably disposed to general duty nurses. 
Hospital administrators also are generally satis- 
fied with their work. Four per cent of the admin- 
istrators consider general duty nurses too expen- 
sive, and four per cent prefer student service. 
Eighty-eight per cent of the directors of nurses 
prefer graduate nurses and recognize the need of 
employing them to give students the time re- 
quired for their education and to balance the nurs- 
ing program. Eighty-eight per cent of the di- 
rectors of nurses state that hospital patients 
prefer graduate nurses to students. Fifty-two 
per cent of the directors of nurses write that, in 
assuming responsibility, the student nurse can- 
not compare with that of the general staff nurse. 
Fifteen per cent prefer students because they are 
more willing to work, cooperate better with other 
nurses on the staff, and have a more uniform 
technique. Forty-eight per cent of the directors 
of nurses believe that student nurses accomplish 
more than general staff nurses. Several answers 
state that it depends entirely on the individual 
nurse. 


To the question, “Have you noticed a reduction 
in special duty nurses since employing more gen- 
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eral staff nurses?” fifty per cent replied, “No,” 
thirty per cent, “Yes.” To the question, “Why 
did your general duty nurses leave the hospital?” 
the answers show that about seventy-five per cent 
left their position to marry. In the order listed 
the remaining twenty-five per cent left for the 
following reasons: higher salaries, travel, dismis- 
sal, post-graduate work. 


In reply to the question as to whether the nurses 
had taken any studies since graduation, sixty-two 
per cent replied “No.” 


This study shows nothing new with regard to 
the hours, incomes, and living conditions of gen- 
eral staff nurses which most of us have not al- 
ready known or expected. The findings do, how- 
ever, give facts from which to work. 


They show us that most hospitals find it neces- 
sary to keep a number of general staff nurses. 
Many times patients judge the hospital by the 
nursing service they receive. In order to give 
better care to its patients the hospitals should 
build up a permanent, well-trained general nurs- 
ing staff. To accomplish this, certain conditions 
which will attract and retain skilled nurses for 
the bedside care of patients must be planned. 


To quote from “The General Staff Nurse,” in 
the American Journal of Nursing, November, 
1938, page 1227, “Salaries should be commensu- 
rate with (1) those of other professional workers 
in the community; (2) the duties and responsi- 
bilities called for by the position; (3) the length 
of time the nurse is employed.” 


The American Nurses Association recommends 
a salary scale which could be worked out for the 
different types of nursing positions. 


Making General Staff Nursing Attractive 


To make the field of general staff nursing at- 
tractive to well-qualified nurses, conditions of em- 
ployment should be raised to a higher standard. 
Some of the conditions which need to be improved 
are: broken hours, which allow no opportunity 
for planned living; attention to the health of 
nurses by giving a yearly health examination. and 
care during illness; vacation of two weeks with 
pay to all members of the nursing staff at the end 
of a year of service. To my mind, general duty 
nurses should be permitted attendance at various 
meetings and institutes. It seems to me that the 
nursing profession in our larger cities couid en- 
deavor to provide educational programs to raise 
the professional standards for the local group. 
They might do well to secure also the opportunity 
for the nurses in each city to participate in aca- 
demic and cultural programs of adult education. 


The advantages of a general duty staff undoubt- 
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edly far outweigh the trouble and expense in- 
volved in its maintenance. Experience in our own 
hospital proves that since the employment of an 
adequate staff of general duty nurses there are 
fewer accidents to patients, smoother functioning 
of all the services, and greater satisfaction on the 
part of our medical staff. At the same time the 
patients are so well-satisfied with the nursing that 
the demand for special duty nurses shows a 
marked decrease. 
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Decisions of their respective boards affecting 
the future of medicine and medical education. on 
the West Side have been jointly announced by 
President Robert M. Hutchins of the University 
of Chicago and John McKinlay, President of the 
Board of Managers of the Presbyterian Hospital. 


The University of Chicago has decided to ter- 
minate undergraduate medical education at Rush 
Medical College and the Board of Managers at 
Presbyterian has voted that the hospital remain 
in its present location at 1753 W. Congress street. 


As a result of these decisions, the University 
will establish a program of graduate medical edu- 
cation at Rush. Committees will be appointed 
shortly to formulate plans for the graduate school, 
which it is hoped will be opened in the near future. 


The graduate school, it is contemplated, will 
emphasize research in medical science, and pro- 
vide training for graduates of medical schools in 
the various fields of specialization. 


Undergraduate work will continue, however, at 
Rush for the next three years, through July, 1942, 
to provide completion of training for the class 
entering next autumn (1940). Undergraduate 
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Presbyterian Hospital of Chicago to Remain on West Side 








training also will continue at the South Side medi- 
cal school, and after 1942 will be offered there 
exclusively. 


Decision to establish Rush as a center of gradu- 
ate medical training terminates discussions as to 
the ultimate status of Rush which have been car- 
ried on intermittently since 1916. In that year 
the University approved plans for the South Side 
school, which was opened in. the autumn of 1927. 


Chartered in 1837, Rush began its first course 
of instruction in 1843 and is the oldest medical 
school in the Middle West. It has been located on 
its present site at 1758 West Harrison street since 
1876. In 1924 the college merged with the Uni- 
versity of Chicago after 26 years of affiliation. 


Presbysterian hospital has been affiliated with 
Rush since the hospital was founded in 1883. The 
medical staff of the hospital is appointed from the 
faculty of the college and the two insfitutions 
have cooperated throughout the hospital’s history 
in a program of teaching and medical research. 
Because of this connection the future of the hospi- 
tal and college has been considered as a unit and 
one proposal involved the moving of the hospital 
to the Midway campus. 
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Recent Developments of British Hospital Services 


G. F. McCLEARY, M.D., D.P.H. 


are provided in Great Britain have under- 

gone remarkable changes since the World 
War, especially during the last ten years. The 
changes are remarkable not only for their in- 
trinsic importance but because they reveal ten- 
dencies that seem likely to continue and bring 
about further changes profoundly modifying the 
position of the hospitals. In order to appreciate 
the nature and significance of the changes, it may 
be useful to set out briefly the chief facts of the 
present situation. 


C are vovic under which hospital services 


The British hospitals fall into two main groups: 
(1) the voluntary hospitals, primarily charitable 
institutions; (2) the public hospitals, which are 
maintained by municipalities or the county or 
other local governmental authorities. The volun- 
tary hospitals number about 1,020 and provide 
some 85,000 beds. The public hospitals, which 
number about 1,680, include institutions for the 
treatment of mental diseases and infectious dis- 
eases, sanatoria, maternity homes, and about 590 
hospitals, with some 127,700 beds, for the gen- 
eral sick. 


Voluntary Hospitals 


The voluntary hospitals, some of which date 
back to the Middle Ages, were established as char- 
itable institutions. Their aim was to provide 
medical care for the sick poor. Approximately, 
they treat 8,000,000 patients annually and have 
a yearly income of £16 million. Some of the larger 
hospitals are associated with medical schools and 
fulfill an important public function in medical 
education. 


As charitable institutions the voluntary hos- 
pitals provided medical care for needy persons. 
For many years no payments were received or 
expected from patients, and the visiting medical 
staff gave their services without remuneration. 
Toward the end of the last century the services 
of the hospitals were increasingly sought by pa- 
tients who could not be described as needy. They 
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were able to pay, if not the whole, a substantial 
part of the cost of the services required. Many 
were suffering from illnesses that could be treated 
by ordinary general practitioners. The applica- 
tion of such persons for hospital treatment was 
called “hospital abuse,” a question that has 
aroused much discussion during the past fifty 
years. 


The abuse of the hospitals as charities was to 
some extent checked by the national health insur- 
ance system, which came into full operation in 
1913. Persons insured under the system, who 
form about forty per cent of the whole popula- 
tion, are entitled to receive from their insurance 


.doctors such treatment as can. be given by an 


ordinary general practitioner. Many hospitals 
refer insured persons to their insurance doctors if 
they apply to the hospital for the treatment that 
they are entitled to receive from their doctors. 
Another check that now operates is to request 
some payment from patients able to pay. There 
is an increasing tendency for the hospitals to 
appoint “almoners,” i.e., trained social workers, 
one of whose duties is to assess what sum, if any, 
a patient receiving hospital treatment may rea- 
sonably be expected to pay. Such payments now 
constitute a substantial part of the income of 
many voluntary hospitals, amounting to twenty- 
two per cent of the total annual income of the 
English hospitals outside London. 


The Contributory Schemes 


Another important source of income has been 
tapped by the rapid development of hospital con- 
tributory schemes, most of which have been estab- 
lished within the last ten years. The subscribers 
to these schemes, who number about 5,500,000, 
pay a small weekly sum, generally 2d. or 3d., and 
receive when necessary free hospital treatment. 
The subscription is usually on a family basis, and 
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the total number of persons covered by the 
schemes is about ten million. Many schemes limit 
their membership to persons in. the lower income 
groups; £300 per annum for a married couple 
with one or more children under sixteen years 
is a usual maximum. But in a number of cases 
the scheme requires no income limit. The volun- 
tary hospitals outside London derive about twen- 
ty-seven per cent of their total income from hos- 
pital contributory schemes, and in London the 
schemes and the contributions made by patients 
otherwise than through schemes provide thirty- 
two per cent of the total income of the voluntary 
hospitals. 


Payments from Public Sources 


Voluntary hospitals receive payments from 
various public sources. Some approved societies 
under the national health insurance system pro- 
vide hospital treatment as an additional benefit, 
and pay agreed sums to the hospitals providing 
such treatment. Under recent legislation the 
hospitals have power to recover the cost of treat- 
ing emergency cases caused by road accidents. 
Many of the local public health governmental au- 
thorities rely on the services of the voluntary 
hospitals for various purposes, e.g., making path- 
ological examinations in cases in which the diag- 
nosis is doubtful, and providing treatment for 
patients for whom the authority is responsible. 
Many municipal clinics are held in the hospitals. 
Free treatment of venereal diseases is provided 
by the local governmental authorities throughout 
Britain, and the great majority of the treatment 
centers that have been established for the purpose 
are situated in the voluntary hospitals and are 
operated by the hospital staff. For such services 
the hospitals receive payment from the local au- 
thorities, and the latter are also empowered to 
make grants to the hospitals out of the local taxes, 
or “rates,” without any specific stipulation for 
services to be rendered. This power is being in- 
creasingly exercised in recognition of the impor- 
tant part played by the hospitals in the health 
work of the community. 


The opening up of these new sources of income 
has considerably modified the position of the vol- 
untary hospitals. They can no longer be regarded 
as purely charitable institutions supported by the 
offerings of benevolent persons. They are becom- 
ing more and more dependent upon the contribu- 
tions of their patients, and upon payments made 
from public funds. They have extended their 
services to sections of the population not in need 
of charitable assistance, who can and do pay 
substantial sums towards the cost of their treat- 
ment. This has had repercussions on the position 
of the medical staff, who, except the holders of 
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junior house appointments, are unpaid. The 
British Medical Association regards this as in- 
equitable and in its revised report on hospital 
policy, published in the supplement to the British 
Medical Journal of June 24, 1939, makes the fol- 
lowing statement: 


“The majority of persons obtaining treat- 
ment are those who can pay, desire to pay 
and do pay, directly or indirectly, toward 
their maintenance and treatment. Although 
the medical profession will gladly . give, as 
always, its services gratuitously to those 
who cannot afford to pay for them, it is 
inequitable to require it to give its serv- 
ices without remuneration in. voluntary hos- 
pitals which treat persons able to pay, and 
which in practice collect payments from a 
large number of their patients . . . In the 
view of the Association there should be re- 
muneration of the medical staff in respect of 
all services in hospital for which payment is 
made, directly or indirectly, by contributory 
scheme, local authority, employer, or patient. 
The voluntary hospital and the county or 
county borough authority, in the area where 
the powers conferred under the Local Gov- 
ernment Act are being properly utilized, are 
serving the same section of the community, 
and the principle of remuneration for serv- 
ices rendered should be adopted in both kinds 
of hospitals.” 


Income from “Pay Beds” 


Another recent development of the voluntary 
hospitals, and one that furnishes an additional 
source of income, is the provision of “pay beds” 
for patients whose incomes, though above those 
of persons ordinarily subscribing to contributory 
schemes, are insufficient to meet the cost of a 
private nursing home. This development, which 
is making considerable progress, is welcomed by 


‘the British Medical Association in its hospital 


policy. Patients occupying “pay beds” make their 
own arrangements for medical treatment and the 
hospital fees, which range from four to ten 
guineas a week, covering cost of maintenance and 
nursing only. In some hospitals the right to 
treat the occupants of “pay beds” is restricted to 
the members of the hospital staff, but in many 
this restriction, which is disapproved by the Brit- 
ish Medical Association, is not imposed. 


The Development of Provident Associations 


The increasing provision of “pay beds” has been 
accompanied by the development of provident as- 
sociations for persons whose incomes, though only 
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moderate, place them above the limits recognized 
by the ordinary contributory schemes. These as- 
sociations, the development of which is encour- 
aged by the British Medical Association, provide, 
on an insurance basis, hospital maintenance and 
treatment for the members and their dependents. 
For members within prescribed income limits a 
provident association provides full coverage; for 
other members the provision takes the form of a 
grant in aid of expenses incurred. A National 
Association of Provident Associations was formed 
in 1938, membership being open to any associa- 
tion working in conformity with a model scheme 
approved by a conference of provident associa- 
tions held in 1934 and by the British Medical As- 
sociation in the following year. The movement 
has secured the cooperation of the King Edward’s 
Hospital Fund, which recently appointed a com- 
mittee to formulate a scheme for the London area. 
The committee, which includes the honorary sec- 
retaries of the Fund and representatives of the 
British Medical Association, published its scheme 
in the British Medical Journal of June 17, 1939, 
and it was approved by a conference of represen- 
tatives of London voluntary hospitals’ medical 
staff committees held on June 21. The income 
limits and professional fees have been agreed 
upon with representatives of hospital medical 
staffs. The scheme provides that the payments 
to the doctors for their services will be made di- 
rect to them by the provident association, and 
that the schedule of fees will not be disclosed to 
the subscribers or to the public. The income 
limits, subscription rates, and benefits provided 
are set out in the committee’s report as follows: 


Income Limits 
Single subscribers 
Married couples 
Married couples with de- 
pendents under 18 £700 per annum 
Rates of Subscription 
Single subscribers £2.12s. per annum 
Married couples £3.12s. per annum 
Married couples with de- 
pendents under 18.... £4.4s. per annum 


£400 per annum 
£550 per annum 


The subscriptions cover the whole cost of main- 
tenance and treatment in a participating hospital 
up to four weeks in any one year. 


Governmental Hospitals 


We have to consider the hospitals of the local 
governmental authorities, which have recently in- 
creased in number and importance and now pro- 
vide nearly three-fourths of the hospital beds of 
the country. These hospitals may be divided into 
two groups: special, and general. The former 
includes hospitals for infectious diseases and 
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mental diseases, for tuberculosis, and for ma- 
ternity cases. These were established by the 
public health authorities for use by the commu- 
nity generally. The general hospitals were estab- 
lished by the Poor Law authorities for the treat- 
ment of persons without resources; i.e., the indi- 
gent. Under the Local Government Act, 1929, 
these hospitals are gradually being transferred 
from the authorities responsible for the care of 
the indigent, now called the Public Assistance 
Authorities, to the Public Health Authorities and 
made available for the whole community. The 
standards of the general hospitals in construction, 
equipment, staffing and efficiency of administra- 
tion were steadily rising before the transfer from 
the public assistance to the public health author- 
ities began, and in many of the transferred hos- 
pitals the upward movement has been consider- 
ably accelerated. The resident medical staffs have 
been strengthened and the employment of visiting 
consultants and specialists has become much more 
general. In a number of the hospitals out-patient 
departments have been established, and their pop- 
ularity, as indicated by the number of attendances, 
is rapidly increasing. 


The cost of the public hospitals is borne by the 
local taxes, “rates,” raised by the local govern- 
mental authorities aided by grants from the na- 
tional Exchequer. The local authorities in Eng- 
land, but not in Scotland, are under obligation to 
recover from in-patients, except those in infec- 
tious diseases hospitals, such proportion. of the 
cost of maintenance as they are able to pay. Pa- 
tients’ payments, however, form but a small pro- 
portion of the total income of the public hospitals. 


Where Staff Arrangements Differ from 
Voluntary Hospitals 


The arrangements for staffing the public hos- 
pitals differ widely from those adopted by the 
voluntary hospitals. Usually there is a wholetime 
salaried resident medical superintendent with 
salaried resident assistants. An increasing num- 
ber of authorities employ in addition part-time 
consultants, who are usually paid per session, for 
the assistance of the resident staff. One impor- 
tant difference between the public and voluntary 
hospitals is that in the former the doctors work- 
ing in the hospitals are paid, while-in the latter 
the medical services are, as we have seen, except 
those of the junior resident staff, given without 
remuneration. 


It cannot be said that the number of hospital 
beds in Great Britain is adequate. Though some 
areas are well supplied, in others there is a con- 
siderable shortage. More beds are needed and 
there is need also for a more economical use of 
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the existing provision. This could be secured by 
a system of collaboration among the various hos- 
pitals, some of which have long waiting lists while 
in others there are empty beds. The need for 
greater coordination of the voluntary hospitals 
was emphasized by the Voluntary Hospitals Com- 
mission set up by the British Hospitals Associa- 
tion. The Commission in their report, published 
in 1937, recommended that for hospital purposes 
the country should be divided into regions in each 
of which a regional council should be formed con- 
sisting of representatives of the voluntary hos- 
pitals of the region, with provision for the repre- 
sentation of the local authorities. The main func- 
tion of the council would be to coordinate the work 
of the regional hospitals and group them in such 
a way as to make the most effective use of the 
resources of each. The Commission recommended 
that in each region a fund should be set up, similar 
to the King Edward’s Hospital Fund for London, 
to which annual subscriptions and capital con- 
tributions could be paid for distribution among 
all the hospitals of the region, thus securing a 
more even distribution of income. 


Closer Collaboration Between Voluntary 
and Governmental Hospitals 


There is a growing tendency for the British 
hospitals to work in various ways in closer col- 
laboration. In some cases this has been effected 
by an amalgamation of two or more voluntary 
hospitals. In Birmingham, for example, the two 
large general voluntary hospitals have combined 
to form the Birmingham United Hospital, the 
Board of management of which is building a new 
general hospital outside the city. In London 
University College Hospital has absorbed the 
Royal Ear and the Royal Dental Hospitals, both 
of which are now used as special departments of 
the main hospital. 


But it is recognized that any scheme for secur- 
ing effective collaboration between the hospitals 
of an. area must, to be effective, include the hos- 
pitals of the local authorities—the public hospitals 
—which provide far more beds than the voluntary 
institutions. Substantial progress has been made 
in this direction. Within the past few years 
schemes of cooperation, including both voluntary 
and public hospitals, have been established in 
which each hospital while retaining its individ- 
uality collaborates with other hospitals as part 
of a coordinated system of hospital provision. In 
Manchester a Joint Hospital Advisory Board has 
been constituted to advise the different hospitals 
of the area, voluntary and public, on such subjects 
as new hospital provision, staff questions, medical 
education, and research. The Board includes ten 
representatives of the local voluntary hospitals, 
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ten of the city council, the medical officer of health, 
and five representatives of the university. Though 
it is an advisory body, with no executive func- 
tions, it exercises an important influence on hos- 
pital developments in the city. In some parts of 
the country a further step has been taken by the 
formation of a joint board with executive func- 
tions. The Oxford and District Joint Hospitals 
Board is an example. It includes representatives 
of the local voluntary hospitals, the five local au- 
thorities in the Board’s area, the university, the 
local contributory scheme, and the local branch of 
the British Medical Association. The Board, 
which has an executive committee and a staff, has 
formulated a hospital policy, and any hospital 
that joins the Board must accept that policy. The 
Board coordinates the local hospital services, col- 
lects and allocates the voluntary subscriptions, 
and organizes propaganda. Similar boards have 
been set up in about fifteen other areas. 


Conclusion 


From the foregoing discussion certain broad 
conclusions emerge: 


1 The voluntary hospitals, once purely char- 
itable institutions, now provide treatment for 
many sections of the community, and receive from 
their patients sums which in the aggregate 
amount to a considerable proportion of the hos- 
pitals’ total income. The noncharitable aspect 
of the hospitals’ activities is emphasized by the 
contention of the British Medical Association that 
doctors should be paid for their attendance on 
patients receiving treatment in hospitals other- 
wise than as recipients of charity. 


2 The local authorities, which formerly pro- 
vided general hospitals for the indigent only, are 
now providing such accommodation on an increas- 
ing scale for the whole community. In the hos- 
pitals of the local authorities the medical staffs, 
resident and visiting, are paid for their services. 


3 The growing efficiency and importance of 
hospital services has increased the need for more 
beds. The need is being met not only by providing 
new beds but also by a closer cooperation among 
the voluntary and public hospitals to make the 
fullest and most economical use of the existing 
provision. The distinction between the volun- 
tary and public hospitals is giving way under the 
new conditions that have developed during the 
past decade. It is becoming increasingly recog- 
nized that both are fulfilling similar functions in 
the community, and that both are tending more 
and more to work together as parts of a great 
unified system for providing hospital services for 
the nation. 
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Hospitals Day by Day— Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@ See the public only in private. Never stand 
in corridors to hold discussions. 


It is poor form to use candy, food, or gum in 
the office where you constantly meet the public, 
physicians, and board members. 


A fine speaking voice has magic. Quietness of 
speech is a mark of culture and courtesy. People 
associate quietness with kindness and gentleness. 


Everybody gossips, from the street sweeper to 
the philosopher and the bishop. It shows a warm 
heart to be interested in other people and, thank 
God, most of our gossipy interest in others is 
benevolent and only very little of it malicious. 
However, it is possible so to overload the head 
with personal items that we allow important 
knowledge and really fascinating interests to be 
crowded out. In this way we sometimes bar the 
path to depth of personality, to growth, and to 
real worth. 


Cultivate poise and you will have it when 
needed. We meet crises with the accumulated 
“habit patterns and habit tracks” created during 
years of experience. 


Be as hilarious and frivolous as you wish, but 
never in. the presence or hearing of patients and 
the public. 


In some circles today there is a conscious ac- 
cent on so-called “self expression’ which looks 
askance at too much self-restraint. Refinement 
is dubbed old-fashioned and Victorian. This ten- 
dency has infected the school, the church, our 
courts of law, the press and the films. It threatens 
our hospitals and we should guard against it. We, 
as individuals, have it in our power to help create 
the atmosphere, the social spirit of any institu- 
tion to which we belong. Let us use this power. 


Routinely clear all desks and files of extraneous 
matter. A fuzzy office produces fuzzy thinking 
and fuzzy work. 


A skeleton schedule of all files must be kept for 
reference and be available to all office personnel. 
Phillip Vollmer, Jr. 


@ No hospital may consider itself safe from criti- 
cism that has not taken into consideration the 
fact that each patient suffers from his particular 
disease plus fear. 


The need of the patient rather than the need of 
his visitor must be emphasized. It should be re- 
membered that hospitals are conducted for the 
treatment of the sick and not for their healthy 
relatives. 


* ca * 


There is no valid communal reason why the 


rich should be denied the scientific care that is 


now given to those who are unable to pay for it 
in hospitals generally. The equal right of hospi- 
talization for all classes of society, whether they 
can pay for their care or not, should stand 
unchallenged. 


* * 


Original ideas are entitled to be classed as per- 
sonal property. Proper credit for them should 
always be given. 


oa * * 


Do not argue with a lawyer. Let the attorney 
for your hospital do it. 


* * * 


Every requisition for equipment should be care- 
fully scrutinized from the standpoint of ultimate 
cost to the institution. Beware of the requisition 
for the purchase of equipment which may require 
additional expenditures after it has been bought 
—expenditures which had not been mentioned in 
the memorandum setting forth the need for the 
equipment. 


The test of the efficiency of any department of 
the hospital is its contribution to the cure of the 
patient. 


The spector of exploitation seems to stalk the 
administrator at every step forward that he takes. 
Would anyone ever think of accusing-the Church 
of exploitation because it is the fortunate pos- 
sessor of a devoted band of women who conceive 
it to be their duty in life to help those that are in 
distress, without thought of financial gain. 


No agency has the moral right to reduce hospi- 
tal income or to increase hospital expenditure 
without offering an equitable financial substitute. 

E. M. Bluestone, M.D. 
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Adaptability of Routine Hospital Purchasing 
Procedure to the Small Hospital 


S. K. HUNT 


pital purchasing procedure to the small hos- 

pital vitally concerns more than seventy per 
cent of all the hospitals connected with the Amer- 
ican Hospital Association, assuming that we con- 
sider the institutions having 100 beds or less as 
“small hospitals.” 


Toe subject of adaptability of routine hos- 


This subject presupposes that the routine hos- 
pital purchasing procedures of the larger hospitals 
are sound, worth while, and desirable for adapta- 
tion and adoption by the smaller hospitals. John 
Hornal in his excellent paper on “Purchasing 
Procedure,” kindly furnished me, at my request, 
with a copy of this paper so that I might practice 
a little “adapting” in the treatment of this subject. 
I had already written my paper when I received 
the copy of his paper and was surprised to learn 
how each of us had treated the same subject from 
different outlines and viewpoints. I was gratified 
to note that in Grace Hospital we were practicing 
in a modified form each procedure which he rec- 
ommended as being good purchasing technique, 
and one additional thing we do which he did not 
directly recommend but which I am perfectly sure 
he practices and relates to the purchasing pro- 
cedure of his hospital and that is a perpetual in- 
ventory. 


Purchasing Authority in the Small Hospital 


In the average small hospital the superinten- 
dent or administrator is his own purchasing agent. 
Frequently the pressing duties of administration 
make it difficult to give sufficient thought and at- 
tention to the problems and methods of efficient 
purchasing. This fact is all the greater reason 
for the careful organization and budget of time, 
as well as of money. 


It is possible to centralize all the hospital pur- 
chasing under one head, except possible that 
which is usually done by the dietitian. She may 
have sufficient time and if properly trained, the 
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ability to attend to purchasing the current sup- 
plies needed for her department. An experienced 
office secretary may also relieve the executive in 
the purchasing of such standard supplies as are 
usually routinely purchased from the same ven- 


, dors from month to month, such as ether, gas, 


gloves, x-ray films, etc. 
Purchasing by Requisition 


All supplies should be purchased by requisition 
only. This will lead to greater cooperation of 
department heads as it will give the purchaser a 
splendid opportunity to discuss with the depart- 
ment heads questions of standardization as well 
as greater economy in the purchasing and use of 
hospital supplies. It will also save time for both 
the purchaser and the salesman if the purchaser 
can refer to his requisitions on file and say yes 
or no without the necessity of going through the 
whole list of supplies carried by the salesman. 


The smaller hospitals are likely to be located in 
communities where almost all of the supplies con- 
sumed must be purchased from out of town ven- 
dors. In such cases the purchaser will have to 
depend to a great extent upon the visiting agents 
of the vendor and upon catalogues from which he 
may order his supplies. In such cases it is im- 
portant that the purchaser should have the ad- 
vantage of membership in purchasing associations 
and subscribe to trade magazines, and also possess 
a good file of catalogues which will be consulted 
before, during, and after the visits of salesmen, 
especially if they are of the high-pressure type. 


The Problems of Quality and Quantity 


All questions of quality and quantity should 
be fully discussed with the salesman. Through 
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them you can discover what is being used in other 
hospitals, and if the standards of the other hos- 
pitals are known, valuable comparisons may be 
made. Also discuss with the agent questions of 
service as well as of price. Make him feel that you 
are depending on him to protect your interest. Be 
quick to acknowledge such service and express 
your appreciation when you discover that he has 
your interest at heart. One may get a liberal 
education along the line of scientific purchasing 
by carefully interviewing representatives of repu- 
table manufacturers and vendors. 


Continuing Patronage to Responsible Vendors 


There are several good reasons why it is an ad- 
vantage to purchase all major supplies from the 
smallest possible number of vendors. In this way, 
it may be possible to buy several items at one time 
and in sufficient quantity to get the usual discount 
for quantity buying, and to cut down on the price 
of packing and shipping. If you are operating on 
a meager budget and occasionally payments have 
to be deferred, the larger and more substantial 
firms are better able and more willing to carry 
you over difficult periods. By the same tokens 
when you are able to make payments on deferred 
accounts, they will be proportionately greater as 
the number of creditors decrease. 


The writer was once able to save the life of an in- 
stitution which had fallen into the vicious habit of 
purchasing from one firm just as long as its credit 
lasted then passing on to another until the total 
amount of floating indebtedness on that hospital 
amounted to more than fifty thousand dollars— 
in addition to a bonded indebtedness of sixty-five 
thousand dollars, plus a year’s interest on same. 
There were more than three type written pages 
of these accounts. Our first step was to bring 
all these many accounts together in the form of 
one note, the subsequent payments though rela- 
tively small made a favorable impression. The 
number of vendors with whom we dealt for the 
next several years was reduced to about fifteen 
firms who believed in our integrity and who were 
able to go along with us in our struggle. The effort 
was a success and the same firms still serve that 
hospital in the same way, enjoying now some of 
the fruits of their efforts as well as our own. 


Saving Effected by Agreement with Vendor to 
Purchase Supplies for a Given Time 


Agreeing to purchase all of certain supplies 
from one vendor for a period of one year will 
often result in a considerable saving; such an ar- 
rangement last year saved Grace Hospital $140 
on surgical gloves alone and it was not necessary 
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for us to take a greater quantity than one gross at 
any one time. A careful study of use, cost, and 
storage space will necessarily determine the quan- 
tity purchased. 


Cooperative Buying 


In some instances several small hospitals may 
effect savings by buying cooperatively ; they would 
thus gain some of the advantages enjoyed by the 
larger institutions which practice quantity buy- 
ing. They will in this way likewise contribute 
to standardization of equipment and supplies 
which would automatically result in lower prices 
and better quality. A by-product of cooperative 
buying will be the advantages gained by the pur- 
chasing agents of the weaker institutions associat- 
ing themselves with the more experienced agents 
of other institutions in the cooperative, receiving 
the benefits of all the pooled experience and wis- 
dom of all the purchasing agents so that the more 
inexperienced ones will not be victims of the trial 
and error method which obtains in the greater 
number of smaller hospitals. 


Competitive Bids on Major Items 


Competitive bids should be had on all major 
items of purchase. Competition should be in- 
vited and must be achieved if prices are to be kept 
within the bounds of reason. It is not necessary 
and as a rule it is not ethical to make known the 
actual bids of competitors, but if a vendor is not 
a successful bidder and it is made known to him 
that it is not a question of the quality of his prod- 
ucts but one of either service or price or both that 
lost him the business, the possibility is that he 
will try to improve his service and lower his price. 
This is just as essential to the life and prosperity 
of the smaller hospitals as it is to that of the 
larger ones. 


Prompt payment of accounts will not only as- 
sure prompt service and lower prices, but will re- 
sult in savings in the way of discounts. There 
should be even a greater discount than the cus- 
tomary 2 per cent after a hospital has consistently 
paid its bills for a sufficient period of time to es- 
tablish its integrity. 


Keeping the Record of Purchases 


There should be an accurate account of all pur- 
chases made on a card which will always be at 
the finger tips of the purchaser. This card should 
have the item purchased, from whom purchased, 
unit cost, quality, quantity, and should show 
either the catalogue price or the actual bids of 
two or more competing firms. This serves the 
purpose of furnishing valuable information for 


HOSPITALS 





immediate reference and a reasonable basis upon 
which the future needs may be estimated. There 
will probably be as many as one thousand of 
these cards in the file of an efficient administra- 
tor-purchasing agent in even a small hospital and 
it will range upward to many thousands of items 
as the size of the hospital increases. 


The Perpetual Inventory 


It is taken for granted that the majority of the 
smaller hospitals will keep some sort of a per- 
petual inventory, although answers to question- 
naires recently received by the writer from a lim- 
ited number of hospitals around 100 beds or under 
would cast some doubt upon this assumption. It 
would seem that it would be quite impossible to 


keep an accurate account of supplies received, 
given out, and on hand saying nothing of re- 
minders of necessary stock replacements without 
such an inventory being kept. In our hospital we 
find that one lay-woman with part-time help of one 
girl can act as reception clerk, issue supplies on 
requisitions from heads of departments, count out 
and in, repair, and issue the linen on requisitions, 
and at the same time keep perpetual inventory. 
Such an arrangement might not work in some in- 
stitutions but is working very nicely for us. This 
employee gives valuable assistance to the admin- 
istrator, who like many others is his own purchas- 
ing agent, in suggesting to him when certain sup- 
plies reach the point where a new order should be 
considered. 
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unteer system in hospitals, let us ask this 
question: “Is a volunteer organization of 
benefit to the institution?’ The answer may be 
“Yes” or “No.” It is “Yes,” if the members of the 
organization have a sense of responsibility in con- 
nection with their work, and if by faithfulness in 
attendance, serious application to their duties, 
adherence to discipline and observance of high 
hospital ethics, the members further the interest 
of the hospital. Conversely, ‘should the volun- 
teers be frequently absent, slipshod in their work, 
and undisciplined, the answer is decidedly “No.” 
We might go further than this and state that ir- 
responsible volunteers definitely handicap a hos- 
pital by throwing an added burden on the staff 
workers, who count upon them for regularity in 
attendance, and careful, conscientious work. 


B inter proceeding to a discussion of the vol- 


To be successful, a volunteer organization must 
have an ideal of service. Each member of the 
group should enter into that spirit of helpfulness 
which expresses itself in love of the work and 
loyalty to the institution. Then, if these spiritual 
considerations are augmented by a “business ad- 
ministration,” the system may fulfill a mission 
of usefulness. 


Selecting and Placing the Volunteer 


In interviewing an applicant for a volunteer 
position, a friendly attitude should be displayed 
and the applicant made to know that her desire 
to help is appreciated. A friendly attitude will 
do more than innumerable questions to draw out 
the new volunteer, and will make it simple to learn 
of her background and her interests. 


Naturally, the most important consideration is 
to place the right volunteer in the right job. If 
an applicant loves children, she may be placed on 
the pediatric ward, in the pediatric clinic, or in 
occupational or diversional therapy for children. 
Some hospitals have a group of volunteers who 
read to the children in the wards, or who super- 
vise play in the clinics while the children are 
awaiting their turn to see the doctor. 


Then, there is the motherly type of applicant. 
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She could be assigned to ward duty. In addition 
to handling telephone messages, arranging flow- 
ers, checking visitors, doing errands and some 
routine clerical work, she could prepare and serve 
refreshments to the patients, and write letters and 
make telephone calls for them. 


Doctors frequently request trained volunteer 
assistants to help them with research work in 
clinic laboratories. The applicant who has had 
experience in bacteriology or pathology would be 
assigned to a laboratory, or to the hematology 
clinic. 


The applicant who knows shorthand and typing 
would obviously be assigned to some clerical po- 
sition, either in the out-patient department, or 
in social service, where she could type clinic rec- 
ords for the files. Should she be familiar with 
medical terms, she might take notes for a doctor 
in a clinic and type them later. 


Many applicants have had no experience what- 
ever, and, although they want to help, do not know 
what type of work they would like to do. Re- 
ceptionist duty on a private or semi-private floor 
is frequently indicated, or an assignment to 
the operating room, where they can take telephone 
messages for the doctors, make surgical dressings, 
and assist with the cleaning of instruments. 


An important field for service is the out-patient 
department. Here the volunteers assist the doc- 
tors and nurses in the clinics. They do errands, 
file, type, admit patients and act as guides. 


- In the social service department the volunteers 
take social service histories, keep records, arrange 
for admissions to the hospital and occasionally, if 
trained, do case work. 


The chairman of volunteers should always be on 
the lookout for potential library assistants. Good 
ones are extraordinarily difficult to find. Besides 
knowing and liking books, the library volunteer 
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must be very systematic, neat in her work, and 
attentive to detail. A misfiled card is a lost card, 
so she must know the alphabet! Other requisites 
of the library volunteer are kindness, tact, and 
interest in people. These qualifications apply par- 
ticularly to the volunteers on the ambulatory serv- 
ice, who loan books to the ward patients. Many 
of these patients worry about themselves and 
think about their troubles. To them, the right 
book is a blessing. 


As the main duty of the librarian is to fit the 
book to the patient, she should have some knowl- 
edge of bibliotherapy. In order to put this knowl- 
edge to use, she should have a friendly, pleasing 
personality, which will enable her to draw out 
the patient and learn what reading matter will be 
most helpful. The patients await with eager antici- 
pation the arrival of the librarian, and we must 
stress that the cheery bedside chat is as impor- 
tant as the distribution of books. As a matter of 
fact, the number of books loaned is in direct pro- 
portion to the friendliness of the approach to the 
patient. Results show that the volunteer with 
personality loans about four times as many books 
as the one who is too hurried or too disinterested 
to bother with the patients. It might be noted 
that it has generally proven satisfactory to have 
the ambulatory service volunteers work in pairs. 


It should not be difficult to find a place in the 
hospital scheme of things for each new volunteer, 
except in some isolated cases. A high-strung appli- 
cant frequently creates the impression that she 
is interested in hospital work -primarily as an 
escape from her personal problems. The chairman 
should bear in mind that her first duty is to the 
hospital, and should be cautious in giving a re- 
sponsible position to one who might prove irre- 
sponsible. In a case of this kind it might be 
advisable to test the applicant’s sincerity by 
assigning her to routine work that is carefully 


supervised. Should she be faithful and efficient — 


at this work, she might later be placed in a more 
responsible position. 


Routine of Signing Up Volunteers 


Each new volunteer should receive a “Manual 
for Volunteers.” These manuals are fairly uni- 
form in all hospitals. Part one is generally de- 
voted to specific rules and regulations of the hos- 
pital in question, and part two is devoted to hos- 
pital ethics, which obviously are universal. The 
volunteer should be impressed with the fact that 
she must live up to the letter of the manual. 


The manual serves two purposes: by its plain 
statement of regulations, it enables the volunteer 
to cooperate with the hospital; and it serves as 
a “big stick” in the hands of the institution. If 
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complaints are made about a volunteer, the chair- 
man can always call her attention to a clause 
which she has overlooked, and in more serious 
cases, where the volunteer has to be dismissed, 
the manual is again a stand-by. 


The volunteer should be provided with uniforms 
if the hospital supplies them, or instructed to 
purchase them. If the volunteer has to buy 
her own uniforms, the hospital might provide the 
group insignia to be sewn on the sleeve. 


If the hospital provides laundry facilities, the 
chairman should acquaint the volunteer with the 
details, such as where to place soiled uniforms, 
where to find the laundered ones, what days the 
laundry is sent out, etc. 


In the case of a hospital where the volunteers 
apply each day for the key to the locker room, 
it has been found practical to give each volunteer 
a card bearing her name, signed by the chairman. 
This is in the nature of a membership card and 
should be presented when the volunteer applies 
for the key. This system safeguards the property 
of the volunteer group, as no one who is not an 
accredited volunteer can gain access to the locker 
room. Human nature being weak, a volunteer 
will occasionally forget her card. In order to 
handle this eventuality, the signature of each vol- 
unteer should be kept on file at the desk where 
the key is obtained. The forgetful ones can then 
sign for the key. For the sake of legibility, the 
name should be typed at the top of each card, 
with the signature below. 


After the volunteer has been assigned to a cer- 
tain service, and her duties outlined, the chairman 
should take her to the department where she will 
work and present her to the one in charge. In 
the event that a training course is required before 
starting service, the chairman should assign the 
new volunteer to a class. 


After the interview, the chairman should type 
the routine headings on a card for the files, e.g.: 


DOE, Jane, Miss 1/12/39 (date started) 
749 West 98th Street 
New York City 
Tel. Algonquin 0-0000 
Arthritis Clinic 
Monday, Wednesday. 1-4 p. m. 
1939 
Jan. 
Feb. (etc.) 


The card should be about the size of a sheet of 
typewriting paper. If the months of the year 
are typed, it will give the card a neater appear- 
ance when the report of hours are entered each 
month. If a cross-file is kept, these cards should 
also be typed immediately. It has been found 
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practical to use cards of different colors to indi- 
cate the organization through which the volunteer 
joined the hospital. This system greatly simpli- 
fies the preparation of monthly reports, when the 
number of volunteers supplied by each agency 
must be stated. 


Organization 


To be useful, a volunteer system must be effi- 
cient, and to be efficient, it must be well organ- 
ized. As a splendid example of organization, we 
have the Rochester General Hospital, whose vol- 
unteer system had its inception during the World 
War. It would be profitable for all volunteer de- 
partment executives to study the plan used by this 
institution. 


Whether the volunteer system be supervised 
by a woman’s auxiliary, a social service commit- 
tee, or a hospital social service department, it is 
well to have organization within the volunteer 
group itself. As a first step in this direction, cer- 
tain capable members of the group should be ele- 
vated to positions of responsibility. In short, a 
system of promotion should be established. This, 
as shall be seen, will lay the foundation for more 
intensive organization. A word in favor of pro- 
motion per se: Each volunteer, no matter how 
unselfish her interest in the hospital and her work 
may be, appreciates recognition of her services. 
When, as a reward of merit, she is made a cap- 
tain, receives added responsibility and a chevron 
on her sleeve, her enthusiasm is doubled. When 
we harness this enthusiasm, we make the wheels 
go round. 


Corporate meetings of the volunteer group are 
recommended. The ceremony of awarding serv- 
ice stripes at an annual meeting evokes added zeal. 


For obvious reasons, the chairman should ap- 
point a vice-chairman. If the chairman of vol- 
unteers is also in charge of the patients’ library, 
it is well to appoint two vice-chairmen; one to 
manage the volunteer service, and the other the 
library. 


The captains have an active role. One of their 
duties is to train the new volunteers. In a busy 
hospital, the staff workers have very little spare 
time in which to instruct the volunteers, and when 
this work is relegated to a captain, the staff work- 
ers are deeply appreciative. This means that 
there is never an inexperienced volunteer in their 
service. Each “raw recruit” is trained until her 
captain considers her sufficiently competent to 
work alone. The captain, being a volunteer her- 
self, remembers the pitfalls and difficulties of her 
own early days in the hospital and, through her 
own experience, can teach the work to the new- 
comer from the volunteer angle. The second and 
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very important duty is to conduct training courses 
for new volunteers. This system was inaugurated 
at the New York Post-Graduate Hospital. While 
we do not wish to recommend it arbitrarily, we 
should like to describe it, because its success at 
Post-Graduate has elicited inquiries from several 
hospitals as to the method of procedure. 


Training 


Due to the Nurse Practice Act, effective July 
1, 1940, in New York State, it became necessary 
to have a clearly defined outline of the duties 
which might be performed by volunteers on the 
wards and on private and semi-private floors. 
Under the new law, bedside care and nursing pro- 
cedures are forbidden. Escorting patients to 
x-ray or physiotherapy departments is no longer 
permitted. A volunteer may not sit with a patient 
coming out of ether, or with a patient in an oxy- 
gen tent, etc. 


It was recognized that an orientation program 
for this group of volunteers would serve the double 
purpose of preparing the volunteers for service, 
and safeguarding the hospital by clearly stating 
exactly what duties are permitted. As this is a 
pertinent subject, we here submit the outline of 
“Duties of Receptionists,” as compiled by the 
New York Post-Graduate Hospital Department of 
Nursing: 


1 Telephone 
Incoming and outgoing 
Delivery of telephone messages 


Visitors 
Reception and distribution 


3 Errands 
For supplies of all kinds 
Delivery of specimens to laboratories 
Escorting of patients for discharge and to 
roof 
Sitting with patients on roof 


Clerical 

Lists and labels in ward routine 

Labels for specimens 

Requisitions for laboratories for supplies 
Charts 

Entry of routine headings 

Entry of routine admission and discharge 
notes 

Reversal of charts 

Pasting of laboratory and x-ray reports 


Supplies 

Rolling of binders 

Folding of towels 

Making of special supplies 
Folding paper bags and napkins 
Preparation of P. O. table set up 
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6 Ward Routine 
As above 
Arrangement of flowers 


7 Dietary 
Preparation of refreshments 
Carrying in and out of meal trays 


As previously stated, the teaching is conducted 
by the captains. The course is repeated each 
month, each captain in turn serving as instructor. 
At a meeting held in the beginning of the season, 
arrangements are made to assign the month each 
captain will lecture. The manual of instruction 
serves as an outline, and the captain discusses 
in detail each of the topics. At the conclusion of 
the lectures the captain takes her class on a tour 
of the hospital, so that the volunteers may know 
their way about when sent on errands. Each new 
volunteer is given her own copy of the training 
manual, to which is appended a floor plan of the 
hospital together with a dietary department 
manual to assist her in the preparation of nourish- 
ment for the patients. 


There is a captain on every ward and private 
and semi-private floor and, at the conclusion of 
the orientation program, each new volunteer, be- 
fore taking up her regular assignment, serves, 
on her first day, under the supervision of her own 
captain. Working thus, under surveillance, she 
does not experience the feeling of trepidation 
which she might, were responsibility suddenly 
thrust upon her in strange surroundings. This 
plan has proven extremely popular with the vol- 
unteers. They greatly appreciate the feeling of 
self-confidence which an understanding of their 
work gives to them. 


Cooperation With the Hospital 


A volunteer, not being on the staff, cannot be 
said to be a part of the hospital; but her presence 
can, aid in the smoother functioning of hospital 
work. By taking over innumerable routine duties 
which occupy much of the staff workers’ time, 
she enables the nurses and social workers to 
devote more time to the patients. 


Volunteers do not, as has occasionally been 
stated, take employment away from paid work- 
ers. Hospitals are staffed in accordance with their 
requirements, and the volunteers simply aid the 
staff workers. This might be said to be a “luxury” 
service. The relegation of routine duties to vol- 
unteers adds to the speed and smoothness of hos- 
pital work. 


Maximum efficiency of a volunteer system can 
only be attained by working in close collaboration 
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with the hospital authorities. To keep the hos- 
pital informed of the work that is being done, a 
monthly report should be submitted, stating the 
number of volunteers serving and the total num- 
ber of hours given. The report should include 
similar data in connection with each service, i.e., 
wards, social service, library, etc., and also in con- 
nection with volunteers of the various agencies. 


A large group of volunteers, the receptionists 
who serve on the wards, private and s¢émi-private 
floors and in the operating room, are under the 
supervision of the department of nursing. Co- 
operation with this department is of the utmost 
importance. A report should be submitted to the 
director of nursing each month, designating the 
allocation of volunteers on the various services. 


A time chart can be made for each ward or 
floor and the names of the volunteers filled in. 
Should any volunteer be re-allocated, or should 
she resign during the month, a memorandum to 
this effect should immediately be submitted to the 
nursing office. At New York Post-Graduate Hos- 
pital, the department of nursing is kept informed 
regarding the services of each volunteer by hav- 
ing all the receptionists report on and off duty 
by signing a time-book in the nursing office. 


We have cited the example of the relation of 
the volunteer organization to the department of 
nursing. This same sympathetic understanding 
should exist between the volunteer service and all 
other hospital departments. 


Volunteer Agencies 


Of inestimable help to the hospitals are the vari- 
ous agencies which refer volunteer workers to the 
institutions. Representative New York organ- 
izations in this group include the Greater New 
York Federation of Churches, the Church of the 
Ascension, and the New York Junior League Club. 
The method of procedure in obtaining volunteers 
from these agencies is for the chairman of volun- 
teers to submit a list of openings, together with 
the number of volunteers required, the type of 
work, days and hours. 


It is the distinct duty of the chairman of vol- 
unteers to cooperate to the fullest extent with 
these helpful agencies. A report should be sub- 
mitted every month, stating the number of volun- 
teers of each agency and the number of hours 
served. The agency should also be notified im- 
mediately upon acceptance of one of their mem- 
bers. Nothing should be permitted to interfere 
with this routine. The volunteer agencies are do- 
ing their utmost to aid the hospitals, and complete 
cooperation is their due. 
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Socio-Economic Aspects of Institutional 


Maternity Care 


F. STANLEY HOWE, A.B., F.A.C.H.A. 


S a first step in dealing with a hyphenated 
subject I shall remove the hyphen, treat- 


ing Institutional Maternity Care first from 
the standpoint of its social values, and second in 
some of its economic aspects. 


Social Values 


Hospitals have borne their full share of blame 
for many of the unfortunate things which have 
occurred in them, much of which doubtless has 
been deserved. Unlike other problems in medical 
research, it is impossible to compare results by 
dividing society into two equal groups, one with 
hospitals and one without them to serve as a 
control. 


The indictment of hospitals for high maternal 
death rates has been too thoroughly discussed to 
need much consideration here. Dr. Skeel' an- 
swered this charge some years ago in these words: 
“The hospital has made many things possible with 
greater safety than ever before in the world’s his- 
tory. Normal obstetrical patients do not die from 
operative interference in good hospitals, because 
such patients are not operated upon.” The ten- 
dency to rush the complicated or difficult case to 
the hospital results in a concentration there of 
the worst risks. The unavoidable deaths among 
them are charged against the hospital, rather than 
against the risk inherent in motherhood itself. 
Comparison of the results in hospitals and out 
would be as unfair as comparing the mortality of 
the brain specialist with that of the man in gen- 
eral surgery, owing to the vast difference in the 
type of cases and in the condition of the patients 
whom each is called upon to serve. 


Society has taken a long time to convince itself 
that having a baby was other than a normal func- 
tion about which no fuss should be made. A doc- 
tor was once considered a “sissy” if he took a 
maternity case. While lying-in hospitals, as such, 
have existed for hundreds of years, only in recent 
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times have they been more than asylums for the 
poor and distressed or for the complicated ma- 
ternity case. When ravaged by epidemics all but 
their most destitute patients have fled from them, 
the latter remaining to demonstrate with their 
lives the grimmer side of this branch of medicine. 


However, with all their crudity and lack of 
knowledge, these hospitals were the cradle in 
which were borne the recognition of these dan- 
gers, the knowledge of their workings, and finally 
the methods of treatment which have made ma- 
ternity no longer the dreaded experience of former 
times. As far back as the middle of the eighteenth 
century the Middlesex Hospital in London was 
having weekly staff consultations, while the phy- 
sicians and mid-wives were obliged to attend semi- 
weekly meetings of the board. Control of the 
profiteer was also being exercised through the rule 
that all “drugs, medicines, materials, etc., shall 
be bought from persons who will furnish them at 
a reasonable rate... .’” 


Hospitals and dispensaries have thus played a 
vital role in the progress of medicine and surgery 
and of medical education. The concentration of 
patients in hospitals intensified the terrors of 
puerperal fever, but by the same token accelerated 
the search for knowledge and hastened the devel- 
opment of surgical asepsis, without which, to 
quote Curtis’, “. . . gynecology would be but a 
ghost of its present stalwart reality...” 


An English champion of the hospitals, Sir Ewen 
MacLean‘ writes, “the hospital is an indispensable 
adjunct of a maternity service, but there are hos- 
pitals—and hospitals. .. . Apart from being a 
meeting place for cooperation between practi- 
tioner and consultant, the hospital finds the means 
of gaining that blessed relief which comes from 
those practicing in the area sharing the anxieties 
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and responsibilities of difficult midw?fery ; further 

. . it is a basis for ante-natal supervision and 
a contribution to the time factor in labor which 
is so important in diminishing the ‘interference’ 
rate.” 


Rapid Increase in Percentage of Births 
Occurring in Hospitals 


Apparently society has decided that in the main 
the hospital is worthy of its confidence and patron- 
age, as evidenced by the rapid growth in its 
utilization for maternity care. Statistics for early 
years are not available, but a rapid increase in the 
percentage of births occurring in hospitals is now 
observed. In 1935, of all births in the United 
States, one-third occurred in hospitals. In 1936, 
40.9 per cent; while in 1937, 44.8 per cent, or 
987,032 babies were born in hospitals. 


New Jersey has been a pioneer in prenatal and 
maternity care, with the result that during the 
past year 78 per cent of its births occurred in 
hospitals, an increase from 74.1 per cent in 1937 
and 69.8 per cent in 1936. In Essex County, where 
the development of prenatal clinics had its origin, 
90 per cent of the births last year were in hos- 
pitals, and in the Oranges and Maplewood our 
Visiting Nurse Association is now considering 
abandoning its home delivery service for mater- 
nity cases since so few of the latter occur at home. 


These results, however, have not been attained 
without the foresight and the effort of our leading 
obstetricians, who have worked for many years to 
develop prenatal clinics and to preach the gospel 
of better obstetrics. The conversion of the pub- 
lic has been due in large measure to the develop- 
ment of better surgical methods, which cannot be 
duplicated adequately in the home. Today it is 
much easier to spare the mother from the home 
for a brief period than to reproduce there the 
facilities which the hospital affords to all. 


Thanks to a splendid obstetrical staff, a highly 
developed and strict routine, with rigid discipline 
and control, our institution has made an enviable 
record by eliminating maternial obstetrical deaths 
for over three years. In that period 3,400 con- 
secutive deliveries have occurred without a single 
fatality. In this series of cases cesarean section 
has been performed on an average of once in every 
fifty-seven deliveries. The still-birth rate was 
one in fifty. The percentage of post-partum mor- 
bidity was negligible, occurring in only 1.4 per 
cent of the patients. 


Expressed in terms of social values, we con- 
sider the hospital as the workshop in which a 
high-minded and skillful staff, cooperating with 
equally competent nurses and others can produce 
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the maximum possible comfort and safety for 
mother and child. Such results can be attained in 
any hospital sincerely desiring to make this con- 
tribution to its community. 


Imposing buildings and glittering equipment are 
in themselves no guarantee of these social values. 
Schumann’ has made an amusing contribution to 


this subject when he refers to “medical centers so 


gigantic that . . . 96 per cent of all obstetrical 
patients are delivered somewhere between the en- 
trance portals and the delivery room, the small 
remainder having their babies in taxicabs enroute 
to the hospital.” He further indicates that dis- 
tances and traffic conditions in the large cities re- 
sult in the obstetrician himself arriving on the 
scene shortly after the circumcision has been com- 
pleted! 


Not only in the large cities is the obstetrical 
hospital being recognized. Neill James,® in her 
recent book, reports that even the study women 
of Lapland have developed such confidence in the 
little maternity centers established in that deso- 
late country “nat they will endure the terrors of 
an airplane flight, or equally dangerous travel 
over snow, ice, and open water, in order to have 
their babies in these institutions. 


Dr. Runnels’ has also answered the indictment 
of hospitals convincingly. A study of puerperal 
deaths in this city, (Cleveland), showed that 84 
per cent of the women who died in hospitals were 
found to have a known pathologic condition upon 
entrance. It is his belief that “as more and more 
women go to well managed hospitals for delivery, 
the ideal will be approached and only the unavoid- 
able deaths will occur.” He sums up his conclu- 
sions as follows: “Approved hospitals are the 
safest possible places for delivery, and as the 
regulations discussed become more effective these 
hospitals are becoming safer. ... As births of the 
United States increasingly occur in well organized 
hospitals and come increasingly under the super- 
vision of trained obstetricians, maternal mortality 
will continue to improve.” 


Development of Safe Institutional Conditions 
for the Maternity Patient 


A milestone in the development of better and 
safer institutional conditions for the maternity 
patient was the program of the American College 
of Surgeons for Maternity Care in General Hos- 
pitals. These ten points by Dr. MacEachern,* 
originally published in 1928, form the basis of 
modern enlightened institutional routine. 


The development of such services, however, has 
been spotty and doubtless discouraging. Dr. De 
Lee, as a champion of this program, has stated the 
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problem forcefully for many years. As he has 
viewed it, maternity has been rather the stepchild 
of medicine. When such cases crowded the hos- 
pitals, their expansion programs have been for 
the benefit of medicine, surgery, and other depart- 
ments, the maternity being condescendingly per- 
mitted to inherit what he describes as “the old, 
inferior discarded wards.”® As a result, infections 
reappeared in our hospitals, giving rise, no doubt, 
to a subsequent wave of criticism for which the 
hospital as an institution has been blamed. 


In the Orange Memorial Hospital the reverse 
process occurred. Dr. Arthur W. Bingham ably 
championed the cause of obstetrics in the Oranges, 
and by his efforts in 1920 secured for maternity 
an independent building with a capacity of 150 
beds and bassinets. For eighteen years this build- 
ing has made it possible to surround maternity 
with all of the isolation and special facilities dic- 
tated by the best practice, and for nearly ten years 
surgery and medicine were the stepchildren in our 
hospital, with maternity in the more enviable posi- 
tion. The figures already quoted will testify to 
its practical results. 


With the cooperation and support of the medical 
profession our future efforts should be not so 
much the raising of standards above their present 
higher levels, but in bringing more and more of 
our institutions up to those levels. I bespeak your 
support in interpreting to the public the service 
which these hospitals are attempting to give. 


A hospital in a sense resembles a giraffe, in that 
it is largely neck and therefore highly vulnerable 
to public criticism, much of it ignorant and un- 
informed. For example, nearly one million babies 
will be born in our hospitals this year. If each 
spends ten days in a hospital, we will have given 
one hundred million days of baby care over a 
period of ten years. If on one of these days.a 
nurse carelessly feeds a baby boric acid, resulting 
in death, the whole country shudders with horror. 
Mention is not made of the fact that on the 
99,999,999 other days no such mistake was known 
to have occurred. A society which shows scarcely 
a ripple of interest in the annual slaughter of over 
30,000 persons and injuries to nearly a million 
more by motor cars on our highways, gets the 
jitters on hearing of some accident occurring in a 
hospital. They do not hear much about the 
1,200,000 lives which the Wilbur Commission on 
the Cost of Medical Care estimated are saved by 
good hospital care each year in the United States 
alone. 


To quote Dr. Runnels again: “If obstetric con- 
ditions were as favorable over the entire United 
States as are those existing today in one-fourth 
of the country there would be an annual saving 
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of 2,500 lives.” Is this not a clue to the vast 


social values of the maternity service which the 
hospitals, each working to the limit of its ability 
and enlightenment, are endeavoring to contribute 
to the welfare of our people? 


Economic Aspects 


The economics of hospital administration has 
received intensive study for fewer years than the 
medical problems of our institutions. One of the 
mixed blessings of the current depression has been 
the necessity for our boards and communities to 
study the financial structure of their hospitals and 
to replace with new methods and policies forms of 
support which they formerly enjoyed. Originally 
wholly free, hospitals have been forced to depend 
increasingly on what they can earn from services 
rendered. This has imposed upon them the task of 
improving standards so that they will justify the 
public in increasing their contributions through 
payment for these services. 


It has been a traditional policy of many hos- 
pitals to subsidize motherhood by making rates 
for maternity care rather lower than those 
charged other patients, or to disregard the fact 
that in maternity the hospital was caring for two 
patients at less than the price of one. A recent 
survey in our own community, covering a repre- 
sentative group of hospitals, indicated that the 
rates charged both to private and semi-private 
maternity patients did not appear to recognize the 
increased burdens which this care imposes. 


We analyzed our own cost figures, with some 
striking results. This study showed that for the 
year 1938 our maternity service operated at a loss 
exceeding $30,000. If charity cases had predomi- 
nated in this department this loss would not have 
been surprising. Of the 1,133 deliveries during 
the year only twenty-six per cent were in charity 
wards, as compared with fifty-one per cent of 
charity cases in the other departments of the 
hospital. Applying the ratio used by the United 
Hospital Fund in New York, namely of four in- 
fant days equalling one mother’s day, our average 
per diem costs were: mothers $6.55, infants $1.63, 
or a total of $8.18 per mother and infant, against 
average receipts of $6.00, showing a loss of $2.18 
a day in a service, three quarters of which was 
given to private and semi-private patients. The 
average per diem receipt from other patients in 
the hospital, of which fifty-one per cent were 
charity ward cases, was $5.52 per patient. Other- 
wise expressed, the study showed that our ma- 
ternity department, while giving thirty per cent 
of total days’ care, was producing only nineteen 
per cent of the hospital’s total earnings. 


Our alternatives, then, were either: (1) to 
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raise maternity rates; (2) to appropriate part of 
the building for other types of cases, or, (3) to 
continue subsidizing the private maternity patient 
at the expense of other services. These facts 
were discussed in several conferences with the 
obstetrical staff, which, after careful considera- 
tion generously approved a modest increase of 
rates, chiefly on the board of infants. In recogni- 
tion of their support the hospital agreed to con- 
tinue the maternity pavilion exclusively for ob- 
stetrical work, thereby preserving its isolation 
and special character. From present indications 
the new rates are proving no hardship either to 
the staff, the patient, or the institution, and this 
experience has, we hope, dispelled for all time the 
belief that maternity is a “gold mine” for the 
hospital. 


From the standpoint of community economics, 
we regard the expectant mother as the best pre- 
pared of all patients to meet her hospital bill. 
She has ample time to consider the cost, determine 
what she can afford, and make provision for her 
care; while the loss of working time, which is 
such a serious factor with the average wage 
earner in sickness, is a negligible item among 
maternity cases. 


It should be the duty and privilege of hospital 
managements to meet intelligently and cordially 
all reasonable demands of the medical profession 
on behalf of patients, but it is no longer possible 
to furnish extra nurses to sit for hours by women 
under the influence of modern sedation, or to 
supply the equipment necessary for a really mod- 
ern obstetrical service unless the cost of these new 
methods is met from some source. 


Community Chests, generous individuals, and 
public appropriations now leave us with many 
unsatisfied needs, and our patients must assume 
a larger share of what they receive at our hands, 
in return for which, however, we should be able 
to contribute more and more to them. Expensive 
drugs, the free use of anesthetic gases, and the 
segregation. of facilities and personnel make the 
maternity patient a rather favored guest, but one 
whom we shall continue to welcome if in so doing 
a part of this burden is not of necessity shifted to 
others. 


Stephen Leacock once wrote a “Treatise on 
Electricity,” which seems to fit our case. Said he, 
“There are two kinds of electricity—positive and 


negative. One is better than the other, but it 
costs more. The other is the cheaper kind but the 
moths get into it.”” Should we not then prefer to 
offer the best possible “positive” service, even if 
it costs a little more, rather than impose upon the 
sick a cheaper, but “negative” article, with all the 
risk which such a policy implies? 
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Conditions of earlier days have given way to a 
vastly more-complicated and expensive technique, 
required by advances in modern medicine. With 
it has come an intelligent recognition of the deli- 
cate and sensitive nature of our service. Fact- 
finding methods have revealed flaws in our early 
conception of duty which, if continued, will in 
time weaken or possibly destroy much that is good 
in our institutions. Wherever we are attempting 
the impossible we should admit it, insisting that 
society shall hereafter bear its full share of the 
burdens which hospitals, until now, have carried 
without complaint. 


An eccentric market gardener of a past gen- 
eration, when packing tomatoes, always placed a 
large, soft one in the middle of the box, “For,” 
said he, “it makes life easier for the rest of the 
tomatoes.” All too long our hospitals have filled 
the role of the large, soft tomato, but the de- 
pendence of society upon. us today is too great to 
risk destroying the “cushion” upon which we rest. 


You know the little jingle: 
“The toad beneath the harrow knows exactly 
where each tooth point goes. 
The butterfly beside the road preaches con- 
tentment to the toad.” 


Those who are struggling with present condi- 
tions in. our hospitals look to you of the healing 
arts for help in treating our financial lesions and 
in restoring our economic vitality, rather than as 
preachers of “contentment” and apostles of 
“laisez-faire.” 


In the name of those we serve, we must state 
our case frankly and fully, counting success, not 
in future acclaim or material reward, but, in the 
words of the late Justice Oliver Wendell Holmes, 
as “that trembling hope that one has come near to 
an ideal.” 
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The Hospital Internship 


The education of the medical graduate during 
the year of his hospital internship has for several 
years past been a matter of growing concern to 
the administrators of our hospitals. The educa- 
tional function of the hospital is second in impor- 
tance only to the professional service and hospital 
care given the patient. Except in those hospitals 
where the intern’s scholastic accomplishments 
and ability and desire to learn have been, combined 
with the conscientious effort of the hospital staff 
to teach him and to make his intern year of the 
largest value, the year the intern spends in the 
hospital service has decreased steadily as an im- 
portant element in the completion of his medical 
education. 


The deans of our medical colleges and their 
faculties have been aware of these conditions for 
some years. They have, in many instances, re- 
sorted to the remedy of refusing to approve hos- 
pitals for intern service of their graduates, when 
the staffs of such hospitals fail in their obligations 
to the medical intern and fail in their responsibili- 
ties as teachers. This remedy has contributed but 
little to the cure of a growing evil. 


The hospital staff members, as well as the med- 
ical colleges, were rudely disturbed from their 
attitude of smug complacency by Dr. Basil C. 
MacLean, the Medical Director of Strong Me- 
morial Hospital, in a recent address before the 
American Association of Medical Colleges, when 
he emphasized that a majority of internships in 
our hospitals were not worth “a tinker’s dam” to 
the intern, and stated the reasons why in a most 
convincing manner. 
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EDITORIALS 


There are many who will disagree with Dr. 


MacLean, and more who may disapprove of the 
stand he has taken, but hospital administrators 


and the faculties of our medical colleges will sup- 
port him and endorse both his analyses and his 
conclusions. 


When the intern for any reason is prevented 
from realizing the largest possible educational 
values from his intern service, there are three 
losers: first, the patients under his charge; sec- 
ond, the hospital; and third, and most important 
from his standpoint, the intern himself. 


Upon the completion of his year or more of 
service in the hospital, the intern becomes an 
actual or potential member of the staff of some 
good hospital. The character and extent of his 
training as intern becomes the hall-mark of the 
institution in which he has served, and is directly 
reflected in the quality of his service to the pa- 
tients he treats, and the training he in turn gives 
the interns who are year after year assigned to 
his service in the hospital. The hospitals which 
build up and maintain high standards of intern 


training will always have an abundance of appli- 
cations for their intern appointments. 


Ee 


Boston—1940 


The Board of Trustees selected historic Boston 
and the week of September 15, 1940, as the place 
and time for holding the Forty-Second Annual 
Convention. of the American Hospital Association. 


The Association will be the guest of the Massa- 
chusetts and New England Hospital Associations, 
two of the oldest of its geographical sections. 
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It has been twenty-nine years since the Associa- 
tion. visited this fine old city—the year in which 
Dr. Frederic A. Washburn was its President. _ 


Boston has been the home of six Past-Presidents 
of our Association, Dr. Frederic A. Washburn, Dr. 
Joseph B. Howland, and Dr. Nathaniel W. Faxon, 
all living; and Dr. George H. M. Rowe, Dr. H. B. 


Howard, and Dr. William O. Mann, who have 
passed to their long reward. Each has made in- 


valuable contributions to the development of hos- 
pital service on this continent, and to the advance- 
ment of the American. Hospital Association. 


In no other similar area of this continent is 
there so great a concentration of hospitals—not 
only large hospitals in New England’s metropoli- 
tan centers, but fine hospitals in every small city 
and rural community. The hospitals of Boston’s 
metropolitan area are models of architectural de- 
sign and progressive administration. They are as 
solid as the granite rock upon which the founders 
of New England first landed. 


Boston’s hotels, transportation. facilities, and 
hospitals will help make the Convention a success- 
ful one, and Convention Week a week of pleas- 
ure as well as profit for the hospital world. The 
Convention Hall is within a few blocks, easy walk- 
ing distance, of the largest hotels. 


Boston itself is full of interest, not only as a 
hospital center, but as a center of beauty and cul- 
ture. Its buildings, its parks, its streets and boule- 
vards, its drives and coast lines are all inviting 
to the visitor. From Faneuil Hall, to Boston Com- 
mon, from the sacred cod in its State House, to 
the famous dirt paths beneath the elms on Har- 
vard Campus, from Bunker Hill to Gloucester 
wharves, history, culture, thrift and industry are 
woven into a wonderful New England pattern. 


There is no scenery in the world that is more 
beautiful than that of New England in September. 
September days among its mountains and valleys 
are as “rare and perfect” as those in June. New 
England has an appeal peculiarly its own. Its 
points of historic interest add romance to charm 
the visitor. The kindly hospitality of the people 
is wholesome and genuine. 
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Security for Hospital Employees 


The American Hospital Association and the 
Joint Advisory Committee of the three hospital 
associations, from the first Congressional hearings 
on the Social Security Act, have asked that hos- 
pital employees be included in its provisions for 
old age security. We have joined with other philan- 
thropic and charitable organizations in asking 
that the present Act be amended so as to include 
our employees. 


In years past, the occasional hospital has set up 
a pension system for its employees to meet their 
requirements for retirement for reason of age. 
Some states, notably New York, have included the 
employees of state hospitals with other state em- 
ployees in its old age pension laws. But nothing 
like a universal, a sound or a uniform program 
has been instituted to take care of aging and aged 
hospital employees. Hospitals concededly have a 
business function, and good business policy dic- 


tates that our hospitals must have a large concern 
in. the social security of their personnel. 


There is no greater tragedy than that which 


poverty and dependence brings to those grown old 
in service. If charity has any meaning to a char- 
itable institution, it is sweeter in its uses when 
the charitable organization makes security a 
reality for its employees who have in a life- 
time of service made its dispensing of charity pos- 
sible. The best way that this can be accomplished 
is by the inclusion of these employees in the old- 
age provisions of the Social Security Act. 


There are some institutions measuring the dol- 
lar costs of such provisions. These costs are 
neither excessive nor beyond the ability of the 
hospital to meet. In the long pull, the costs are 
less in actual money spent than the costs of our 
present unsatisfactory and uncertain. system. 


The intangible benefits to the hospital—in good 
will, in the knowledge that its employees will be 
provided for, and in the added effort and in- 
creased loyalty on the part of the employees which 
economic security engenders—cannot be measured 
by the dollar mark, but in the aggregate will be 
many times greater than the taxes paid. 
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To the Maple Leaf 


There is an implication of being self-laudatory 
when we compliment our neighbors across the 
line on the way they arranged and conducted the 
Convention of the Association last month. It is a 
good deal like a family glowing with possessive 
pride when one of its members accomplishes some- 
thing deserving of public recognition. Our Cana- 
dian friends had troubles enough of their own 
without the responsibility of staging an under- 
taking as vast as the annual convention has come 
io be. If all their preparation for the cancelled 
international Hospital Congress resulted in dis- 
appointment they did not show it, and although 
they are citizens of a nation at war, they made one 
feel that war was a mere incident compared with 
the comfort and pleasure of their guests. The 
members of the American Hospital Association 
who were privileged to attend the Toronto conven- 
tion will long remember the genuine courtesy and 
hospitality which, added to efficient organization 
and management, made the meeting in Canada 
such a complete success. 


C. Ge F. 





Technologists 


A major educational activity in which hospitals 
have been engaged for so many years is the com- 
petent training of personnel to do the technical 
work in our hospital laboratories. They have been 
designated as laboratory technicians, and further 
classified as x-ray, pathological, bacteriological, 
or serological technicians, depending upon the 
character of laboratory service in which they re- 
ceived their training. Hospitals have trained the 
large majority of this class of technical personnel. 


In the event of the mobilization of our hospital 
resources in preparation for the country’s defense, 
the military and naval forces will enroll a large 
number of laboratory technicians. They will be 
designated as “technologists” and will be attached 
to the organizations of the various military or 
naval hospitals and assigned to duty for which 
their training has prepared them. For a time at 
least, they will be enrolled with the American Red 
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Cross and will be made available for service as 
the mobilization program requires. 


Our hospitals should give timely consideration 
to a program for training additional technologists 
to replace those who may be called to active serv- 
ice in the event of mobilization. They could ac- 
complish this without any great expenditure of 
funds, and without lowering the quality or de- 
creasing the quantity of their laboratory service 
because of future mobilization requirements of 
their trained personnel. 





Waving Two Flags 


The American Hospital Association is an or- 
ganization of the hospitals of the United States 
and Canada. Canada is a nation at war; the United 
States Government, officially, is neutral. Here 
are seeds of dissension and misunderstanding. 
They must not be allowed to germinate. No two 
separate nations in the world are more closely 
bound by ties of international friendship and good 
will. Their boundary line is largely imaginary, 
and their citizens think and act very much alike. 


The hospitals of the two countries have identi- 
cal objectives. Their medical staffs and employed 
personnel are engaged in a work which has no 
distinction of nationality, creed, or race. Per- 
sonal opinion and national policy must not, now or 
ever, be permitted to endanger the relationship 
between the two nations, particularly that which 
exists between co-workers in a common cause. 
As citizens, the members of the American Hos- 
pital Association on both sides of the boundary 
line, owe certain obligations and loyalties to their 
governments whose policies appear somewhat at 
variance. This is no reason for division but it 
does require tolerance and mutual respect to pre- 
serve a complete understanding. 


Canadians are not fools nor Americans cowards. 
Nothing we are likely to think or do will change 
that fact. Let us stick to facts in the knowledge 
that reality as well as sentiment unites us in con- 
tinuing to present to a seething world an example 
of accord between nations and of harmony between 
their citizens. C. G. P. 
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Do We Take Our Power Plant Problems 
Seriously, and Why? 


PHILIP W. SWAIN 


management, I can answer that we do gen- 

erally take our power plant problems “seri- 
ously,” but not intelligently. We are something 
like the man, with painful evidences of some seri- 
ous internal disorder, who complains of and wor- 
ries about his pains, but never bothers to see a 
doctor, or perhaps sees a doctor and pays no atten- 
tion to his recommendations. 


[LJ mmenazemen, 1c “we” to mean hospital 


Some Pertinent Questions 


If you think this analogy is unfair to hospitals 
in general, let me ask three questions about your 
own plant: (1) How long has it been since you 
have had a survey of your hosnital power-service 
set up? (2) Was this survey made by a man or 
group with adequate engineering knowledge (both 
theoretical and practical) ? (3) Was the resulting 
prescription applied or merely “taken under ad- 
visement” for future action? 


A few hospitals could meet this test; most 
could not. When it comes to engineering sick- 
nesses, hospitals generally do not bother to see 
the doctor (that is, the competent engineering 
consultant). And, in cases where they do, they 
frequently fail to follow his advice, pleading lack 
of funds. To put this bluntly, the hospital is too 
poor to afford to cure its mechanical ills. Yet, to 
a substantial degree, it is poor because it has not 
taken the cure. Vicious circle! I shall have more 
to say about this later. 


Hospital Survey 


Some time ago I seriously considered making a 
survey of the actual mechanical set-up in several 
hundred hospitals. The questionnaire forms were 
about ready to mail out when a good friend, a hos- 
pital engineer, warned me in no uncertain terms 
to “lay off.” He said it would “create a bad im- 
pression.” I took the tip. 


The hospital field is not the only one that is 
antagonistic to questionnaires, but the opposition 
in certain other fields is far less keen. That is 
why I was caught off guard in this instance. For 
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example, every year we prepare a rather complete 
tabulation of equipment in the new central power 
stations. In most cases our questionnaires seem 
to be welcome. Perhaps this is because most cen- 
tral stations are highly engineered and logically 
laid out. There is nothing much to conceal, and 
everybody wants to supply information so he can 
later see and study the complete tables to which 
he has contributed. 


On the other hand, I imagine that a typical hos- 
pital power survey return, if it could be obtained, 
would read something like this: 


“Yearly heating cost—Don’t know 

“Cost of steam per thousand pounds— 
Don’t know 

“Steam consumed in laundry per thousand 
pounds of wash—Don’t know 

“Boiler evaporation per pound of fuel oil— 
Don’t know ‘ 

“Boiler efficiency—Don’t know” 

... and so on. 


Fortunately, one can be reasonably sure of some 
things without making any surveys whatever. 
Let me illustrate: I have never made a stature 
survey of the population nor studied any statistics 
on the subject, yet I feel perfectly safe in making 
the specific statement that the height of the aver- 
age male over twenty-one years of age is between 
five and six feet. I know that’s correct, and so 
do you—just from walking around and seeing 
people. 

In much the same way, from being around a 
lot, I can say that the average institution is wast- 
ing a lot of money in its power-service depart- 
ment. 

Preventable Waste 


A friend, chief engineer of a big hospital on 
the West Coast, tells me a survey of several large 
eastern hospitals showed that from three to nine 
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per cent of the total yearly expenditures were for 
fuel and power. Just for argument, let’s say the 
national average is six per cent, and also let’s say 
that half of this is waste, which is probably not 
far wrong. Then three per cent of the entire na- 
tional operation cost of all of our hospitals is 
wasted through shortsighted management of the 
power department. 


To put it another way, some hospitals spend 
uine per cent of their budget on fuel and power, 
and some spend three per cent. Since we are deal- 
ing with percentages rather than with actual dol- 
lars, such a spread, in institutions essentially 
similar, cannot be explained by the differences in 
the general level of costs in various localities. 


As I see it, the basic causes for the wastefulness 
in most hospital power set-ups are three: 


First is a financial set-up that makes it difficult 
to obtain money for any items the usefulness of 
which is not obvious to the medical profession, the 
donating public, and the potential patients—even 
where the proposed expenditure would definitely 
benefit all three groups. 


Let me illustrate: Mrs. Jones endows a bed in 
loving memory of her departed husband. You 
never hear of her endowing zone control for the 
heating system or an evaporative condenser for 
the refrigerating plant; yet such an investment 
might cost Mrs. Jones less in actual cash and, in 
truth, constitute a bigger medical service to the 
community, because the saving from the mechani- 
cal installation might pay for the operation of two 
or three beds. Pyschologists insist that man (or 
woman) is only incidentally a rational animal. 
Study of the power background of hospital opera- 
tion convinces me that the psychologists are right. 


The second basic cause of waste is the common 
failure to work a thoroughly trained engineer into 
the picture in a position of real authority, and to 
pay the market value of such a man. 


Third (and this roots back into cause one and 
cause two), many hospitals have a completely in- 
adequate power-cost system, and also refuse to 
install the meters that would make possible a ra- 
tional cost system. 


Better Accounting Needed 


Hospital power plants certainly need better ac- 
counting. Perhaps you feel that your hospital 
has a good accounting system. All expenses prop- 
erly chargeable to heat, light, and power are so 
charged, and the total is equitably distributed 
over the various hospital departments. I do not 
consider this adequate accounting, not by a long 
shot. Rather, it is most wasteful. 


To see why this is true, consider what would 
happen if a city should rip out all household wa- 
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ter meters, gas meters, and electric meters; let 
people consume what they wished of these serv- 
ices; and then distribute the combined water, gas, 
and electric costs of the city over the householders 
in proportion to the size of their properties, num- 
ber of people involved, assessed valuations or 
something like that. You know what would hap- 
pen. The city would go bankrupt from consumer 
waste. 


Hospitals are innocently wasting millions of 
dollars every year by the pooling of heat-light- 
power costs and the allocation of the total to de- 
partments on some fixed basis. The loss, I should 
explain, does not lie so much in the faulty alloca- 
tion itself as in the failure to change the alloca- 
tion month by month as actual consumption 
changes. The system of allocation on a fixed per- 
centage basis neither spots the dollar leaks nor 
gives department heads any real incentive to find 
and correct them. 


I have no objection to the arbitrary distribution 
of minor costs or of those involving little oppor- 
tunity for saving, things that do not amount to 
much, or things you cannot do anything about. 
But, certainly, the major uses of steam, elec- 
tricity, and water do not fall under these heads. 


Meters Are Essential 


I therefore feel that the first step in cutting 
power service costs in any hospital is to put im 
some meters. What meters? The answer is that 
you should start with those that will make the 
biggest showing for the smallest investment. I 
would suggest one or more of the following: 


Laundry hot water 
Laundry cold water 
Feedwater to boiler 
Oil fuel to boiler 
If possible, divide the institution into several 
segregated “departments,” perhaps by buildings 
or by management groups. Always treat the laun- 
dry as a separate department. Then, as far as 
practicable, arrange to meter, separately to each 
department, the cold water, the hot water, the 
electricity and the steam (for heating and other 
purposes). 
Assign a unit cost to each service (where possi- 
ble, the actual unit cost, of course) : 
1 Electricity at so many cents per kilowatt 
hour 
2 Cold water at so much per thousand gal- 
lons 
3 Hot water at so much per thousand gai- 
lons 
4 Steam at so much per thousand pounds 


Then give each department head, each month, 





1 
: 
i 
¥ 








a report of the quantities used and their total 
cost. If you do this, or even do a halfway job of 
it, I can guarantee that the effect on your total 
cost will be astounding. For the first time it will 
become possible for a department manager to get 
personal credit for real savings he makes. This 
knowledge, and this incentive, may easily cut your 
power-service cost (for water, steam, and elec- 
tricity) in the laundry alone as much as forty per 
cent in a single year. 


In the same way, steam waste through care- 
less operation of heating systems will be cut 
down everywhere, as department heads aim to 
make a better showing on their books. Over- 
heated rooms will be cooled otherwise than by 
opening windows. Unneeded lights will be 
switched off. Water will not run endlessly to 
waste in kitchens. The consumption of every 
power service will go down in all departments. 
It is quite possible that the aggregate of these 
savings for the whole hospital will pay for all of 
the meters within the first year; certainly within 
the first two years. 


Heating and Laundry 


In many hospitals the big steam wasters are the 
heating system and the laundry. Both should 
have attention by experts in these fields. The 
heating expert is likely to recommend a vacuum 
system of operation. By reducing steam pressure 
below atmospheric, more moderate radiator tem- 
peratures are available for mild weather, with re- 
sulting greater comfort and avoidance of the an- 
noyance and waste of opening windows to cool 
overheated rooms. 


Another widely used modern device for saving 
heating steam is “zone control.” Heat required 
in different parts of the building depends on ex- 
posure to sun, direction of wind, and other vari- 
able factors. By dividing the building into zones 
and controlling each separately according to 
weather conditions, no part is over or underheated 
and steam is saved. I recently visited a hospital 
where steam savings from zone control are yield- 
ing a yearly return of sixty per cent on the in- 
vestment. 


In the laundry survey you will need the com- 
bined services of laundry and power-service spe- 
cialists, the latter to check the consumption of 
cold water, hot water, and direct steam. 


Laundry Water 


This brings up again the matter of water waste. 
The cost of cold water may be taken at its pur- 
chase price, always known. Hot water is merely 
cold water, plus steam. Roughly, the steam value 
of hot water is the product of the weight by the 
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degrees of heating (above cold water) divided by 
1,000. 


Thus, assume 1,000 gallons of water heated by 
steam from 60 F. to 200 F. The temperature rise 
is 140. The weight is 8.3 < 1,000 = 8,300 pounds. 
The steam required is 140 x 8,300 ~ 1,000 = 1,- 
162 pounds. If steam in this assumed case costs 
fifty cents per thousand (fuel plus labor, etc.), 
the steam cost of this water becomes fifty-eight 
cents per thousand gallons and the total cost, this 
plus the original cost of 1,000 gallons of cold 
water. 


I have seen sensational examples of saving in 
the cost of laundry water through better equip- 
ment and operation. Here incentive must be un- 
chained. This can be done through meter readings 
and in no other way. Every hospital laundry 
should install not less than two water meters, one 
for hot water and one for cold. The laundry man- 
ager should receive each month a statement of the 
hot and cold water used, with the unit cost and 
total cost of each: These figures should then be 
reduced to the basis of consumption and cost per 
pound of wash, so that the operator will not be 
improperly credited for savings, or blamed for a 
loss actually caused by a variation in the amount 
of laundry handled. 


To be strictly consistent, a meter should also be 
installed to measure the direct supply of steam to 
the laundry (other than that supplied in the form 
of heated water). However, steam meters cost 
considerably more than water meters, and i would 
not suggest delaying installation of water meters 
until money can be obtained for the steam meter. 
Half a loaf is better than none. 


This metering problem may be simplified where 
a special water heater is allocated to laundry serv- 
ice exclusively. Then the water may be metered 
cold on its way to the heater, and the steam con- 
sumption computed from the temperature rise as 
already explained. 


Other Savings 


Very often an old or badly arranged refrigerat- 
ing plant is a great waster of power and water, 
particularly the latter. Sometimes city water is 
used directly for condensing the refrigerant and 
then discharged to the sewer. This is a very 
wasteful procedure. An evaporative condenser or 
cooling tower will eliminate most of this water 
waste. 


One place to save without any appreciable in- 
vestment is in the field of maintenance. The 
better factories everywhere do not wait for 
pumps, motors, etc., to break down. They clean, 
oil, and repair them before they begin to give 
trouble. The method is called “planned mainte- 
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nance,” and is always based on a printed or type- 
written maintenance schedule indicating exactly 
when each unit is to be inspected and what is to 
be done to it (packing, oiling, etc.). If this plan is 
not already in operation in your hospital, why not 
suggest it to your engineer and let him work out 
the details? 


Does It Pay to Generate Power? 


I could list many other little ways to save, but 
must move along to the big question of “purchased 
vs. locally generated power.” 


Thirty years ago practically all hospitals of one 
hundred beds or more generated their own elec- 
tricity, usually direct current produced by steam- 
engine sets. Today many hospitals buy their 
power. There are many reasons for this change. 
Purchased electricity is now much cheaper than 
formerly. Excellent salesmanship by the utilities 
has been paralleled by a deterioration of hospital 
plants, both in equipment and in mechanical oper- 
ating personnel. Many hospitals expect to hire 
an engineer for a janitor’s pay. They get what 
they pay for. 


It is rarely possible to compete with today’s 
prices of purchased power using equipment thirty 
years out of date and operators of the preneolithic 
age. With modern equipment and modern en- 
gineers it is frequently (not always), possible to 
Save money by generating power locally. 


Many elements enter into the choice between 
purchased and locally generated power. One is 
size; another is the local utility rate schedule; an- 
other is local fuel cost; another is the ratio of 
direct steam use to power use. Of these, the three 
most important are local power rates, size of hos- 
pital, and ratio of steam use to power use. The 
first is obvious; the second is nearly so, the large 
hospital being more likely to show a saving from 
local generation; and the third point is very im- 
portant. A cold climate, for example, requires 
more heating steam and for more months. A 
laundry greatly increases the need for steam the 
year round. All of the heating steam is low pres- 
sure. Of the laundry steam some is high pressure 
for ironers, etc., but most is low pressure for heat- 
ing water and similar purposes. 


Now, it is an axiom in power technology that 
power can be generated as a by-product of low- 
pressure heating process steam at an insignificant 
fuel cost. It is merely necessary to operate the 
boiler at higher pressure. This takes practically 
no more fuel. Run the steam first through an 
engine or turbine to generate power, and then 
exhaust it to heating and process. 


The fuel cost of power so generated will ordinar- 
ily be less than half a cent per kilowatt hour. The 
total cost will, of course, be higher, since it must 
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include the cost of extra labor and supplies for 
the engines and generators, and their fixed 
charges. Even allowing for these, the total cost 
of true by-product power will often run between a 
half cent and one cent per kilowatt hour. 


Please do not assume from this statement that 
the actual cost of steam power in a hospital is 
necessarily in this range. It refers only to the 
power that is generated as a by-product, that is, 
where the exhaust steam is fully utilized. If at 
any time, particularly in summer, exhaust steam 
is wasted to atmosphere, the cost of power jumps 
enormously; then the engine must bear the full 
cost of all steam so wasted. This means that the 
cost of power generated from steam, which is later 
wasted to atmosphere, may run four or five cents 
per kilowatt hour, sometimes even higher. 


Thus the same engine, operated by the same 
man, may make power for a half cent in January 
and for five cents in June, assuming that all ex- 
haust is used in the first case and all is wasted in 
the second. If a hospital has a heating system 
without laundry, and is in a cool climate, we gen- 
erally find that all the steam can be utilized in 
cold weather, but that much more than half is 
wasted in summer when the steam load supplies 
hot water heaters, sterilizers, and little else. Addi- 
tion of a laundry changes the whole picture nota- 
bly, insuring substantial exhaust-steam recovery. 


Since the Diesel is now much in the public eye, 
one is frequently asked whether the Diesel is not 
the cheapest way to make power. Every engineer 
knows the answer to this question: “There is no 
one best prime mover for all conditions.” Un- 
doubtedly the Diesel is best for certain industrial 
conditions, but these conditions exist less fre- 
quently in hospitals than elsewhere. 


To the extent that power can be made as a 
by-product of process steam, steam-generated 
power will always have a much lower fuel cost 
than the Diesel generated power, in spite of 
higher efficiency of the Diesel prime mover. In 
some cases, however, it will pay to install a Diesel 
as an auxiliary machine, operating the Diesel in 
the summer and the steam engines then only to 
the extent that their exhaust can be absorbed in 
process. 


If I have conveyed the idea that there is any 
general rule in this matter of generating power 
I have been misleading. There is none. It is a 
matter to be settled individually in each case by a 
competent and disinterested power diagnostician. 
I stress “disinterested,” as well as “competent,” 
because non-economic considerations frequently 
have undue influence. 


Combined Purchase and Generation 
In concluding the discussion of this point, I 
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should note that the best solution is often a com- 
bination of local generation and purchase, with 
the hospital generating units carrying all or most 
of the load in winter and part only in summer. 
This arrangement has the additional advantage 
of insuring a double source of supply, particularly 
important as a safety precaution in hospitals. 


Man Power 


Next, let us discuss personnel. A good hospital 
engineer must be versatile and cooperative, as well 
as technically competent and experienced. He 
should have common sense and ingenuity. He 
should be able to translate engineering language 
out of the jargon of his specialty into that of the 
medical and associated professions—to picture a 
steam engine indicator as a cardiograph, a CO, 
recorder as a basal-metabolism tester for boilers, 
the heat value of fuel as its calorie content, and 
so on. 


The hospital power engineer brings his services 
right up to the medical and surgical gadgets. His 
steam goes to sterilizers, his light and power right 
into the operating room. His department may, 
and often does, carry on hospital gadgeteering as 
a side line. It may build special devices used in 
bonesetting, or in the fluctuating air-pressure 
treatment of circulatory diseases. 


Thus, a sympathetic and cooperative attitude 


on his part makes mechanical knowledge contrib- 
ute to medical service without infringing on the 
doctors’ prerogatives. Likewise, may I suggest 
that the medical men, the general hospital super- 
visors, the directors primarily trained in general 
business and administration, would do well to 
utilize the expert knowledge of the engineer? 


If the hospital is small it may be difficult, with 
the funds available, to obtain an engineer with 
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these practical qualifications plus technical train- 
ing. Here it may be advisable to retain a consult- 
ing engineer or engineering firm on an annual-fee 
basis to survey plant and operations at intervals 
and to suggest savings. Where a community has 
several small hospitals they may band together 
to engage such service as a group. 


How to Get the Money? 


But when all is said and done, I find the big 
question is always this, “Where will we get the 
money?” This is particularly true of hospitals. 


Suppose we meet this objection on its own level 
with a constructive proposal. Let us take last 
year’s actual expenditure for heat, light, and 
power as the budget for the next few years. Also, 
let us depart from orthodox business procedure 
by including capital expenditures as part of the 
operating budget. 


Under this set-up a smart superintendent or 
engineer can go places. The first year he starts 
by making some obvious service savings. These 
pull his operating costs under the budget and he 
uses the difference, perhaps only a few hundred 
dollars, to buy a few essential meters. Their in- 
stallation immediately creates further saving, per- 
mitting the purchase of more meters or other 
saving devices, without exceeding the total 
budget. 


The effect is cumulative. Each thing installed 
creates savings that go on year after year. In this 
way it is possible practically to build a new plant 
without asking for a penny of appropriation or 
incurring any further liability. What board of 
governors could object to that, particularly since 
the ultimate result, after a few years, will be a 
cut of from twenty to fifty per cent in power- 
service operating expense? 





The Intern Problem 


One of the perplexing questions before the 
medical profession is the intern problem. His 
legal status in some states is not clear. There is 
a lack of unity in educational standards. 


Dr. Fred E. Clow, of the New Hampshire Board 
of Registration in Medicine, reports that medical 
men are disturbed at the way in which litigation 
is increasing and the costly, cumbersome methods 
of the law. The hospital may protect the hos- 
pital and its employees, the visiting staff can rely 
on the insurance company to insure liability but 
apparently the intern as an individual is without 
security. 


There is no general rule fixing the limits of re- 
sponsibility of different types of hospitals and the 


74 


classes of persons admitted to them. The general 
rule is that the hospital is not liable for the negli- 
gent acts of house officers, pathologists and 
roentgenologists, as well as private physicians 
and special duty nurses. 


States generally have no uniform policy for 
exemption of interns from provisions of a law. 
Thirty-six states practically ignore the medical 
student and intern. 


With a change of the concept of the internship 
as an essential part of the education of the physi- 
cian, with the increasing emphasis on longer hos- 
pital training, the status of the entire house staff 
should be definitely established. 

—Modern Medicine 
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They Do Grow Up 


WILLIAM J. PATTERSON, M.D. 


or crippled children for any length of time, 
the complexity of the problems to be faced 
becomes more and more apparent as time goes on. 


At first one thinks that all one has to do is to 
find the crippled child and take him to the hospi- 
tal, and the surgeons will do the rest. Fortunately, 
in a great many cases this is true, but unfortu- 
nately in a large percentage of cases it is only 
partly true, and in a less percentage of cases it is 
not true at all. 


Many children leave the hospital with their con- 
dition improved, but with a physical handicap of 
greater or less extent, which they will carry with 
them all their lives. 


This last sentence brings us face to face with 
one of the greatest problems connected with crip- 
pledom. That is, “They do grow up.” Crippled 
children grow up and become adolescents and 
adults, just the same as normal children do. They 
have to face the problems of life just as much as 
the physically perfect adult, not only just as 
much, but they have a far greater problem because 
of their physical handicap. 


Te ANYONE who is in contact with the work 
f 


Appeal of the Crippled Child 


From a purely sentimental or humanitarian 
angle every one is willing to answer the appeal of 
a crippled child, but in later years the appeal of 
the child is lost, and so many of us are so con- 
cerned with the problems of our own livelihood 
that we turn away from the juvenile and adult 
cripple, and withhold the helping hand which he 
needs so much. 


Let me illustrate by quoting some extracts from 
a letter received at our Occupational Therapy Cen- 
tre some months ago, and originally addressed to 
one of our local service clubs. 


“T have been acquainted with the fine work done 
for crippled children, and while I do not consider 
myself a cripple, a majority of people seem to 
classify me as such. I have had a curvature of the 
spine since I was six months old. Aside from the 
embarrassing jibes received from the majority of 
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the children when I attended school, I have never 
let my back interfere with my everyday activities. 
As far as I was concerned, I was the equal of any- 
one. But nine years ago I began looking for work, 
and it’s a different story now. I cannot get a job 
anywhere. This is partly due to the depression, 
but largely to the opinion almost all people form 
when they see a person who has a physical handi- 
cap. For a while I attended a leather class with 
other unemployed, but gave it up as I felt I was 
developing an inferiority complex. I do not con- 
sider myself a cripple, I have good health, good 
eyes, hands, and ears, and fairly good education. 
My back is standing between me and my chances 
of making a successful living. I am twenty-three, 
and with life so swell, it is terrible, day after day, 
to do nothing but walk the streets.” 


The Crippled Child as a Community Asset 


Sympathy for the crippled child is not enough, 
but must be augmented by considerations of an 
economic nature. At present every crippled child 
is a liability which should be turned into an asset 
to the community. We contend that every crippled 
child has a right to vocational placement. Unless 
the child, after having been given proper physical 
care and treatment and having been educated and 
trained, is actually placed in a proper position in 
life, all that has gone before is of no avail. 


Every cripple should be able to enjoy a full 
life—a life of work, a life of pleasure, a life of in- 
dependence, a life of proud manhood or woman- 
hood, full of the consciousness that he or she is 
doing his or her bit and is under no obligation to 
any man. In other words the cripples of this 
world should be made into assets instead of lia- 
bilities. 

But can this be done? It can be done! It has 
been done! It must be done! 


Rehabilitation Results in Michigan 
Let me quote to you from a report by Professor 
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John J. Lee of Wayne University, State of Mich- 
igan: 

“In June, 1936, a study was made of the number 
of persons who had been rehabilitated in the fif- 
teen years from 1921 to that date. A total of ap- 
proximately 5,700 persons had been rehabilitated 
in the State, at an average cost of approximately 
$193.00 per person. Some of them had worked for 
fourteen or fifteen years, others for shorter pe- 
riods of time. Collectively, after rehabilitation, 
they had earned a total of $23,500,000 during the 
time they had been working. The amount spent 
by both the State and Federal Governments to 
create that earning ability was approximately 
$1,000,000, one-half of the money being from 
State appropriations and one-half from Federal, 
a return on the capital investment of $22,500,000. 
In addition, it would have cost either their fam- 
ilies or the Government $17,500,000 to have sup- 
ported them at a subsistence level had they been 
left unemployed instead of rehabilitated. From 
the standpoint of wages and earnings per week, 
these handicapped persons had an average wage 
prior to being injured of about $16.00 per week. 
After injury, and at the time they applied for 
rehabilitation, their average weekly wage was 
about ninety-five cents per person. After rehabil- 
itation, their average weekly wage was approxi- 
mately $20.00.” 


That shows what can be done. Now what is 
being done in our Province. As far as I can see, 
our city and provincial governments are adopting 
an attitude similar to that of the parents of a 
crippled child whom I offered to help, and their 
reply was, “The Lord made him that way. Let 
him be.” 

In other words, they are doing nothing. It is 
so easy to get money for roads; to build bridges 
and botanical gardens; to improve the breed of 
cattle and pigs; but when you want money to 
improve human beings, to make worth while citi- 
zens out of human wrecks and derelicts, it is an- 
other story. 


Montreal Occupational Therapy Clinic 


As far as I know, the only organization which 
is attempting constructive work in the rehabilita- 
tion of the physically-handicapped adolescent and 
adult in our Province is the Occupational Therapy 
Centre at 1910 St. Antoine Street, Montreal. 

At the Centre we give remedial treatment in a 
special room, the equipment for which was mainly 
donated by a service club in Montreal. Then the 
patient is transferred to the workshop where we 
teach such crafts as carpentry, weaving, knitting, 
leather work, typewriting and metal work. This 
is both curative and educational, hoping to fit the 
patient to go back to his old trade, or if this is 
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impossible, to teach him a new way to make a 
living. Then he goes to our Placement Service 
which endeavors to find a job for him. Some, 
unfortunately, will never be fit to compete in the 
open market, and for them we are trying to estab- 
lish a sheltered work shop. We also operate Home 
Industries for the homebound, and sell their prod- 
ucts. So really our Centre is a rehabilitation unit. 


We are financed only by funds from Financial 
Federation, and our budget is so small that we are 
barely scratching the surface of the work that 
should be done. Still it is a beginning. Let me 
venture to suggest to you the lines along which 
the problem of the handicapped child and adult 
should be studied: 


First— 
Hospitalization and as complete a cure as possible. 
Second— 
Remedial Therapy With Physio-therapy and 
In Convalescent Homes Occupational Therapy 
At Home At Occupational Therapy 
Centre 
Third— 


Education at Schools Vocational Guidance 


Vocational Training 
Apparatus & Machinery 
Technicians 
Apprenticeships 
Maintenance 
Transportation 
Fourth— 
Rehabilitation 
Government Employment Bureaus 
Local Agencies 
Fifth— 
Permanently Handicapped unable to compete in open 
market—a sheltered work shop. Home Industries, Fos- 
ter Homes, Institutional care 
That is a program far too large for any one 
body to cope with. But the problem is there and 
it can and must be solved. It demands Federal and 
provincial aid. It demands municipal aid. It de- 
mands aid from every service club and from every 
member of every social agency. It will cost a lot 
of money. But what dividends it would pay! Not 
only in dollars and cents, as I have already shown, 
but in those intangible and social things which 
each one of us have given primacy to in our heart 
of hearts. 


Role of Employers in the Rehabilitation of the 
Handicapped 


How can your Association help? First, by per- 
suading employers of laborers to give the handi- 
capped individual a chance to earn an honest liv- 
ing. Listen to what W. J. Cameron of the Ford 
Motor Company has to say: 


“For many years,” he said, “it has been the 
theory of the Ford Motor Company, concerning 
this question, that the payroll must represent a 
cross section of the community. This is the way 
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it works out. With one blind man to every 6,000 
men of employable age in the country, the Ford 
Motor Company holds that it should have at least 
one blind man for every 6,000 employees. Of 
course it has many more than that who are to- 
tally blind, and several hundred whose defective 
vision would make their employment elsewhere 
extremely doubtful. And only one of these cases 
is the result of injury received in the Ford shops. 
So with other physical handicaps, that do not ut- 
terly incapacitate for work. Thus we have tuber- 
culous persons, especially provided with open air 
work under suitable protection. And, working at 
jobs carefully adapted by medical supervisors to 
their condition, we have epileptics, blood-pressure 
cases, heart disease cases, men who have had in- 
fantile paralysis, victims of sleeping sickness, and 
so on. Here is an old man putting washers on 
bolts—he is blind; the man beside him who daily 
leads him to his workbench is a paralytic; and all 
around are men born deaf and men born mute, 
men with a leg or an arm.or both legs gone, each 
performing some work suited to his strength. Al- 
together we have 11,632 men in various stages of 
disability earning full pay. Frankly, that is far 


more than our share. But the company does not 
regard this as philanthropy or sentimental hu- 
manitarianism: it does not feel that men owe it 
anything; they give full value for their wages; 
they simply prove that the policy is possible and 
practicable.” As the Scripture says, “Go thou 
and do likewise.” 


Government Responsibility to the Crippled Child 


Second, you can urge upon the municipal, pro- 
vincial, and Federal Governments the need for 
proper education, vocational guidance, and voca- 
tional training for the crippled children and 
adults. What has been done elsewhere can be 
done here. 


All that the cripple asks is the opportunity for 
education and training, the opportunity to work, 
the opportunity to live normal lives. Grant them 
that opportunity and then will the following words 
be true: 

“Though in the mire, wring not your hands 
nor weep, 

I stand to lend a hand to all who say ‘I can,’ 

No shame-faced soul has ever sunk so deep, 

But he may rise again, and be a man.” 





_ — 
— 


Dr. G. Harvey Agnew Delivering His Presidential Address Before the 
American Hospital Association in Toronto 
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Depreciation and Hospital Costs 


WILLIAM A. DAWSON 


ON-PROFIT hospitals have a moral obliga- 
N tion to protect their capital investments. 
They accept responsibility for their contrib- 
utors for the disposition of unrestricted contribu- 
tions, legacies, and bequests. They are free to 
spend these funds as they see fit, provided they do 
so with integrity. Therefore, their financial state- 
ment should reflect this moral responsibility and 
show an accounting of assets entrusted to them. 
If it is a moral obligation to protect the capital 
investments in plant and equipment, we must 
think about the wear and tear on them. 


Sometimes it is argued that if funds are not 
available to replace buildings and equipment, the 
future generations will provide new capital if they 
wish the service to continue and, therefore, an 
annual estimate of depreciation is unnecessary. 
This is the usual reason for the lack of provision 
for future requirements of capital assets in the 
‘ hospitals. 


Regardless of whether depreciation appears on 
the books it is admitted that hospital property 
does wear out—in other words it depreciates. 


Depreciation Defined 


Depreciation is the ordinary decline in the value 
of capital assets. It is the result of wear and tear, 
deterioration, exhaustion, lack of use, inadequacy, 
obsolescence and the ceasing of requirement. 


Regardless of what causes depreciation, the fact 
remains that it does occur and if so it should be 
recognized as part of the operating costs. Indus- 
trial companies recognize depreciation as a cost 
element. Proprietary hospitals do. The govern- 
ment allows depreciation in fixing taxation. Is the 
non-profit hospital exempt? 


The decline in the value of hospital property is 
an expense which must, in some way, be paid. If 
equipment is charged to direct expense as replace- 
ments when purchased, the expense from year to 
year and month by month will be distorted because 
replacements will be greater in some periods than 
others. The result is, unfair burdening of ex- 
pense in some periods which is proportionately 
applicable to other periods. 
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It is conceded that the charging of equipment to 
replacements is in a measure allowing for depre- 
ciation, but the replacement system does not prop- 
erly reflect the operating expense and as a result 


- true costs cannot be produced. 


In the opinion of many hospital administrators, 
depreciation of buildings is a capital expense and, 
therefore, not chargeable to the hospital opera- 
tions. On the other hand depreciation of buildings 
might be likened to the rental of property. If rent 
were paid it would be in the operating expenses 
and needless to say, in the costs also. 


The Reserve Defined 


Hospital trustees are generally businessmen. 
Their costs for operating their business are af- 
fected by depreciation. “That is so,” argue the 
hospitals, “but they can set up a reserve fund 
from profits, we cannot.” Rarely is a reserve in 
money for replacements established by commercial 
organizations. The reserve is a bookkeeping entry 
charging surplus with an estimated amount, based 
on experience and accepted accounting theory, rep- 
resenting the natural decrease in the value of 
buildings and equipment, and with the hope that 
the money will be available when needed. The 
creation of a fund in money is not foremost; the 
recording of the real financial value of the prop- 
erty is. In a hospital, if depreciation is not re- 
corded, there is a misstatement of operating re- 
sults. 


How Depreciation Affects Operating Costs 


The United Hospital Fund, which I have the 
privilege to represent, approves the charging of 
depreciation of buildings and equipment to hos- 
pital operating expenses. 


In the Fund report from hospitals the deprecia- 
tion allowances are classified as, “Other Expense,” 
and, therefore, are not included in the cost figures. 
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This should not be construed as a contradiction of 
statement just made regarding the Fund’s ap- 
proval of the depreciation charge, but as a condi- 
tion which cannot be avoided at present inasmuch 


as all hospitals are not as yet convinced that de-- 


preciation is part of their costs. The Fund must 
produce comparable costs. So until such time as 
depreciation is recognized by all Fund member 
hospitals, depreciation will be incorrectly reported 
as “Other Expense.” Provision has been made in 
the report form so that depreciation can be fig- 
ured and resulting costs established. 


As almost all hospitals are non-profit-making 
and find it difficult to obtain funds to cover current 
expenses, it is perhaps the desire to keep the defi- 
cit as small as possible. The elimination of a de- 
preciation charge will accomplish this, but such 
action is a concealment of a vital part of the op- 
erating costs. 


If true costs, including depreciation, are deter- 
mined then the base for hospital rates is produced. 
Rates, generally, are not based on any sound foun- 
dation. The practice seems to be, “How much does 
the other fellow charge, and how much will the 
traffic bear.” The principle is definitely wrong. 
Why should not the rates be based on cost includ- 
ing depreciation? The fact that a patient cannot 
afford to pay does not complicate the problem. 
Adjustments, as always, can be made through al- 
lowances on rates. The compensation rates in New 
York City, now in effect, include depreciation. 
Why not all rates? 


While I do not think the basing of rates on cost 
is going to materially increase revenue, I do be- 
lieve the operating statements and costs would be 
more accurately informative if depreciation was 
included. I believe it is important to know the 
operating results regardless of the effect on the 
financial statement. To do otherwise, is unfair 
to trustees, contributors, taxpayers, patients, and 
last but not least, yourself. 


Charging Depreciation to Costs 


How should depreciation be charged to costs? 
That is quite a large assignment, but I am going 
to express my views and I am going to do it as 
briefly as possible. What I say is supported by a 
study made for the United Hospital Fund by a 
committee of public accountants and approved by 
the New York Conference on Hospital Accounting. 


Hospital equipment falls into three main classi- 
fications: 


Group 1—Building and Permanent Building 
Equipment 
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Group 2—Furniture, Surgical Apparatus, 
Diagnostic and Therapeutic Equipment 


Group 3—Utensils, 
Bedding and Supplies 


Instruments, Linen, 


The characteristics which would govern the 
classification of items in the various groups are 
as follows: 


Group 1—A fairly long life 
Forms part of the building 


Group 2—A minimum life of more than two 
years 
Sufficient individuality and size to 
make feasible control by means of 
identification 
A unit cost sufficiently large to 
justify control 
Not a part of the building 


Group 3—A life of not more than two years 
Small in size 
Items in general use 
Reserve supply kept in stock 
Reserve supply in inventory rec- 
ords 


Under Group 1 would be included, in addition 
to the permanent buildings, such permanent 
equipment as boilers, engines, generators, eleva- 
tors, fire alarm systems, call systems, heating, 
lighting and water fixtures, incinerators, refrig- 
eration machinery, linoleum and tile flooring. 


Under Group 2 would be included desks, chairs, 
safes, lockers, clocks, accounting machines, type- 
writers, books, beds, room furniture, sterilizers, 
cabinets, operating tables, microscopes, work 
benches, radiographic tables, fluoroscopes, devel- 
oping tanks, vibrators, cooking ranges, washing 
machinery, fire extinguishers, ambulance, and 
such other items generally classified as furniture 
and fixtures. 


Under Group 3 would be included supplies of 
all kinds such as ink stands, waste baskets, alumi- 
num chart files, thermometers, head mirrors, 
knives and forks, dishes, pots and pans, linen and 
bedding, pails, mops and ash cans. 


The foregoing, while not a complete listing, 
will give you an idea as to what should be included 
in each of the groupings. 


Groups 1 and 2, we recommend, should be car- 
ried as capital assets on the books of the hos- 
pital. The loss in value should be charged to 
expense by means of regular depreciation provi- 
sions. The equipment should be grouped by de- 
partments so that the depreciation charge ap- 
plicable to each department may be readily com- 
puted. The cost of all additions and replacement 
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of items in these groups should be capitalized, and 
the cost of the items replaced charged to the re- 
serve for depreciation. Thus, the replaced equip- 
ment is eliminated from the assets. We recom- 
mend that an inventory and appraisal of equip- 
ment be kept on hand. 


As to Group 3, we recommend the equipment 
under this classification be capitalized when first 
purchased and carried on the books as a general 
fund asset, and the unissued equipment be in- 
cluded in the inventory of supplies. This classi- 
fication of equipment should be charged to the 
various departments as used. No depreciation 
should be written off on the amount capitalized 
as equipment of this nature, due to the regular 
turnover, would retain a fairly stable value. 


The generally accepted rates for annual depre- 
ciation on buildings are: 2 per cent for brick 
buildings, and 3 per cent for frame buildings. For 
permanent building equipment the rates are fixed 


on the expected life of each type of equipment. 
Rates will run from 4 per cent to 10 per cent. 
This same rule—that is expectancy of life—would 
apply to furniture, surgical apparatus, diagnostic 
and therapeutic equipment. The rates of depre- 
ciation will vary from 4 per cent to 20 per cent. 


If you are interested in a more detailed descrip- 
tion of how depreciation should be charged on 
the various items in the groups, and the rates to 
be used, I will be pleased to give your chairman a 
copy of the study made by the committee of public 
accountants. You could make mimeograph copies 
of the study and distribute them to your inter- 
ested hospitals. 


The recording of depreciation is not compli- 
cated. If you are in agreement with me that de- 
preciation of building and equipment is part of 
the cost of services to patients then apply it and 
we will have made another progressive step in 
uniform accounting and financing for hospitals. 





<i 
— 


The Three Horsemen 


These three administrators are affection- 
ately known in the hospital field as “The 
Three Horsemen.” They have not missed 
an annual convention of the American 
Hospital Association since their appoint- 
ment as administrators of their respective 
hospitals, which runs back for a longer 
time than most of us can remember. Left 
to right: J. Howard Jenkins, superinten- 
dent of Thomas D. Dee Memorial Hos- 
pital, Ogden, Utah; Harold S. Barnes, 
superintendent of Dr. Wm. H. Groves 
Latter-Day Saints Hospital, Salt Lake 
City, Utah; and Jacob H. Trayner, super- 
intendent of the Idaho Falls L.D.S. 
Hospital, Idaho Falls, Idaho 
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health, happiness and well-being of society, 

while it possesses a traditional and historical 
background that is generally overlooked. It is 
rather commonplace to see the usual array of 
boxes and bottles placed neatly on shelves, but in 
their contents there may be traced through the 
centuries the history and progress of the human 
race. 


To pharmacy plays a significant role in the 


The pharmacy is closely allied to the medical 
profession, in as much as it deals solely in medi- 
cine. Without it the physicians would experience 
some difficulty in practicing their profession, and 
on the other hand the pharmacy could not exist 
without the physician who is continuously pre- 
scribing for the sick and the suffering. 


The Pharmacist an Asset to the Hospital 


The pharmacist is a vital asset to the hospital 
and to the medical staffs. Bearing this in mind, 
it should be realized that the pharmacy is not 
merely a place to store drugs, nor is the pharma- 
cist nothing more than a clerk. The pharmacist 
of to-day is much better equipped to manufacture 
a veritable army of cost-saving preparations than 
was her predecessor of some three or four decades 
ago. The longer period of training, and the higher 
academic qualifications should make the graduates 
of today highly skilled manufacturing chemists. 
Yet, it seems strange to say that there is less 
manufacturing in some of our small hospitals to- 
day than at any other period in the history of 
pharmacy. Not so many years ago the pharma- 
cist manufactured practically all of the medicinal 
preparations that were prescribed. It is gratify- 
ing to know, however, that this practice is return- 
ing to us, and becoming well established in nearly 
all of our small hospitals. The next step would 
be an effort to adopt a drug policy in our pharma- 
cies which would enable us to eliminate unneces- 
sary specialties and expensive proprietaries. 


The spirit of the day has penetrated into the 
pharmacy. The economic trend of the times is 
toward mass production, big business, and high 
pressure salesmanship, and these unfortunately 
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have left their impress on the pharmacy, as well 
as on other lines of human endeavor. The con- 
tinued development and improvement of large 
pharmaceutical firms and the keen competition in 
cutting costs of products would seem to render 
it impracticable for the small hospital pharmacy 
to manufacture medicinal preparations. Facts are 
available to prove the contrary. 


The Educational Value of Manufacturing 


The full time pharmacist does not really come 
into her own until she is enabled to put into prac- 
tical effect her long course of studies. A great 
deal of the zest and interest she could get out of 
the profession is lost when she does not apply her 
knowledge to the daily routine of her work. Merely 
dispensing the doctor’s prescription does not sat- 
isfy the natural desire that is inborn in every 
human being to give vent to the creative instinct. 
The progressive pharmacist who develops suffi- 
cient initiative can even do something along the 
lines of research work under favorable circum- 
stances. Only then will the knowledge she ac- 
quired at the College of Pharmacy be fully utilized 
and not permitted to lie dormant. 


Moreover, the educational experience gained by 
students pursuing their course of training as ap- 
prentices or drug clerks is hampered when the 
pharmacists by whom they are employed is not 
doing sufficient manufacturing to give them ample 
practical experience in the art of compounding. 
When the pharmacy students return to College to 
complete their course after having served their 
apprenticeship with a highly skilled manufactur- 
ing chemist, they do not encounter so many intri- 
cate problems, and they are benefitted by the su- 
pervised training they have received. 


An important factor along educational lines is 
the teaching function of the hospital pharmacist. 
Interns can be assisted in the writing of prescrip- 
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tions by a duly registered and competent pharma- 
cist. In hospitals where schools of nursing are 
conducted, the pharmacist is always a member of 
the faculty. She teaches materia medica, pharma- 
cology, and drugs and solutions to the student 
nurses. In some hospitals, a student nurse is as- 
signed to the pharmacy for one or two months. 
In my opinion, however, this practice is not the 
best method of instruction. Furthermore, it is 
an instance of where we might well apply the 
phrase, “A little learning is a dangerous thing.” 


The Value of Manufacturing from the Viewpoint 
of Economy 


Now we come to another factor of great magni- 
tude, particularly during these days of economic 
stress which the world is going through, and from 
which the hospital is not exempted—the value of 
manufacturing from the viewpoint of economy. 


A great saving may be effected in the small hos- 
pital by judicious manufacturing in the pharmacy. 
Supplies which are in daily use, such as bulk oint- 
ments, surgical preparations, and parenteral solu- 
tions may be manufactured in the pharmacy at a 
fraction of the cost of the proprietary articles. 
These and a variety of solutions can be made up 
in fairly large quantities, depending upon the 
number of requisitions. 


As a general rule each small hospital has its 
own collection of formulae garnered from tried 
and true staff prescriptions and other hospital 
formularies, or similar sources. These formulae 
including cough mixtures, both sedative and ex- 
pectorant, throat gargles, mouth washes, laxa- 
tives, tonics, elixirs, tinctures, syrups, lotions, lini- 
ments, antacid and other powders may readily re- 
place, with the sanction of the physician, the high 
priced proprietary without in any way doing an 
injustice to the patient. 


If the hospital formulae are augmented by the 
Canadian Formulary and the National Formulary 
formulae, which are second to none, the hospital 
pharmacist can effect a great saving in the cost 
of the materials, and by turning out a large volume 
of fine products gains prestige in the eyes of the 
physicians. 


Simple laboratory reagants and intravenous 
medication are prepared in some of our hospital 
pharmacies in Eastern Canada. Not any of the 
small hospitals that responded to our enquiry have 
been manufacturing tablets or pills. It is probable 
that they are not equipped to do so. 


Green soap may be easily manufactured by the 
pharmacist at a much lower cost than it can be 
purchased in the finished product. A fairly good 
substitute for green soap is the preparation of 
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discarded particles of toilet soap made into a soft 
jelly, and the consistency of this product may be 
altered by the addition of water. 


Lubricating jelly may be substituted for un- 
guentum petrolatum. This is dispensed in the 
pharmacy at a saving of three dollars and fifty 
cents per twenty-five pounds. 


Novocaine crystals may be weighed in the phar- 
macy and varying quantities placed in small sterile 
bottles, labelling them individually with the exact 
number of grams contained therein, and the per- 
centage of solution that will result by the addition 
of sterile distilled water to each bottle. This gives 
the surgical supervisor in the operating room a 
freshly prepared solution of novocaine for daily 
use. This is prepared as required and proves an 
economical way of having the varied quantities 
of crystals on hand for immediate use. 


Various flavoring extracts are manufactured in 
some of our small hospitals. The resultant prod- 
ucts are as good if not superior to the proprietary 
counterpart and the reduction in cost varies ac- 
cording to the special essence prepared. 


Silver polish manufactured in our dispensaries 
is superior in quality, and the material cost is 
negligible, while the proprietary commodity is 
usually sold at a half dollar a pound. 


Some small hospitals prepare the tincture of 
iodine. A saving varying from two dollars and 
twenty-five cents to nine dollars and twenty-five 
cents is effected, depending upon the concentration 
of the product. 


Statistical Data 


I should like to quote some price comparisons 
compiled by a druggist of Liverpool, Nova Scotia: 


Cost of 
Name of Preparation Regular Cost Price Preparing 
Syrup Hypophosphates 
Compound $3.25 to $4.50 gal. $1.38 gal. 
Syrup of Phosphates.... 3.50 to 3.75 gal. 1.25 gal. 
Syrup Ferri Iodid 1.80 lb. .85 Ib. 
Easton’s Syrup 6.00 gal. 3.70 gal. 
Elixir Aromatic 5.00 gal. 1.25 gal. 
Elixir Lactated Pepsin... 3.75 to 5.00 gal. 2.15 gal. 
Elixir Triple Bromides... 5.00 to 17.00 gal. 2.85 gal. 
Elixir Potassium Bromide. 5.00 to 6.00 gal. 
Elixir Phenobarbital .... .90to 1.15 lb. 
Essence of Pepsin 6.00 to 9.00 gal. 
Essence of Peppermint... 1.40 to 1.50 lb. 
Essence of Wintergreen.. 1.35to 1.50 lb. 
7.20 gal. 


Essence of Lemon 
(10% oil) 9.25 to 10.00 gal. 
80 Ib. 40 Ib. 
1.15 Ib. 32 Ib. 


.65 to .70 Ib. 
‘85 to .90 Ib. 


Essence of Almonds 
Tincture of Cudbear 
Tincture Benzoin 

Compound 1.40 Ib. -59 Ib. 
Tincture Myrrh 1.30 Ib. -60 lb. 
Tincture Hyoscyamus ... 1.00 Ib. 68 to .70 Ib. 
Tincture Gentian 

Compound .85 Ib. -70 to .75 lb. 
Tincture Calumba 1.25 lb. -70 |b. 
Simple Ointment .60 Ib. .25 to .30 Ib. 
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: Cost of 


Name of Preparation Regular Cost Price Preparing 
Zine Oxide Ointment..... -50to .60 Ib. .25 to .30 Ib. 
Ammoniated Mercury 

GUNG 3. ones eee -70 to 1.25 Ib. -35 to .40 Ib. 
Compound Zinc Oxide 
GHGS. os 5 656 uke 8 60 to .85 Ib. -35 to .40 Ib. 


In conclusion, it may be said that only a limited 
number of manufactured commodities appear in 
this paper, but we hope that it may stimulate the 
members of our profession to do a greater volume 
of manufacturing in our respective hospitals. We 
know that all hospitals that have a full time regis- 
tered pharmacist on their staff will avail them- 











selves of the economical and efficient service 
offered by manufacturing in the pharmacy. 


To summarize briefly the foregoing, the chief 
advantages gained are: 


1 The service received by hospital and medical 
staffs. 


2 The educational knowledge imparted to in- 
terns, student nurses, and pharmacy stu- 
dents. 


3 The economy effected by more extensive 
manufacturing in the hospital pharmacy. 








Evening Session Course in Hospital 
Administration 
For the first time an evening session course in 
hospital administration is being conducted. It is 
sponsored jointly by the University of Chicago 
and the American College of Hospital Adminis- 
trators. 





This course is being offered at University Col- 
lege, the evening division of the University of Chi- 
cago, in downtown Chicago. Meetings are held on 
Monday and Thursday evenings from seven until 
nine o’clock. 


A corps of guest lecturers, the same people who 
comprise the faculty panel at the graduate course 
in hospital administration, lectures to the group 
Monday evenings on specialized topics such as 
medical staff organization and relationships, nurs- 
ing service and nursing education, clinical and 
pathological laboratories, management of the food 
service, and the like. On Thursdays three continu- 
ing lecturers conduct seminars devoted to the dis- 
cussion of problems relating to questions raised 
by members of the class. The whole program of 
instruction is built around the managerial aspects 
of hospital administration. The course thus dif- 
fers from the graduate course in that it is in- 
tended primarily to give a survey of the various 
aspects of the administration of a hospital from 
the administrator’s viewpoint. This type of course 
is designed especially for people already engaged 
in administrative work in the hospital and serves 
to orient them with respect to the wiole adminis- 
trative picture. 


The course will continue for six months, giving 
two university course credits in the business 
school. Thirty-six students have enrolled of which 
four are administrators, five are assistant admin- 
istrators, twenty-two are department heads, and 
five are special students. 
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Radium-Exposure Meter Designed 


as Protective Device 

In hospitals and other institutions where large 
quantities of radium are handled it is important 
to protect the technicians from exposure to the 
radiation of the radium. 


There are two general types of over-exposure 
to be guarded against. One is local, which occurs 
when a radium preparation is brought very close 
to some part of the body for a brief interval. The 
result of this type of over-exposure is a “burn” 
which is very difficult to heal. It rarely occurs 
unknowingly, since it can be experienced only 
when actually handling the radium. It can be 
prevented, therefore, by proper regulations and 
equipment to make it unnecessary to bring any 
part of the body near the radium. 


The second type is a general exposure of the 
whole body to relatively weak radiation such as 
occurs to persons in a room having a vault con- 
taining radium when an insufficient thickness of 
lead is used to line the vault. This type of ex- 
posure is more insidious than the first type, since 
it may affect persons not handling the radium. 


Where large amounts of radium are being han- 
dled constantly, exposures change and, therefore, 
in the absence of any warning device, unsafe con- 
ditions may arise without the knowledge of those 
affected. 


The device described in this paper, designed 
by L. F. Curtiss, is an apparatus incorporating a 
Geiger-Miiller counter, which shows the actual 
exposure at any moment in terms of roentgens 
per day. 


In addition, when this exposure approaches the 
amount regarded as the safe limit, it sounds a 
warning to notify technicians of the danger. With 
a sufficient number of these units installed in a 
hospital, it would be difficult for any technician 
to suffer a general over-exposure without his 
knowledge.—The Technical News Bulletin. 
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HOSPITALS an article entitled “Pennies or 
Safety,” in which the suggestion was made 
that the preparation of intravenous solutions by 
hospitals for their own use is a dangerous and, 
at times, a fatal practice. The author of the 
article contends that such a perilous undertaking 
is the joint result of the desire of “certain com- 
panies ... to profit by the sale of apparatus for 
‘home’ manufacture of intravenous solutions” and 
“the efforts of a penurious superintendent .. . 
trying to pinch pennies.”’ The statement was also 
made that such superintendents should be indicted 
for manslaughter when disastrous reactions from 
homemade solutions occur. Such contentions seem 
to us to be unduly harsh and not in strict con- 
formity with the results of present-day, wide- 
spread use of homemade solutions. 


Tose was published in a recent number of 


It is admitted here that the smaller institution 
probably has neither the volume nor the personnel 
to warrant manufacture within the hospital. Such 
hospitals buy many therapeutic agents which in 
larger hospitals are made in the pharmacy or cen- 
tral supply room. But such a situation gives no 
reason, for condemning and castigating a pro- 
cedure which has been abundantly proven both 
safe and economical. It is perhaps not impertinent 
to suggest that in many hospitals, the glare of the 
high sale price to the patient per flask of ready 
made solution blinds the superintendent to the 
high cost of purchase. 


Prepared solutions for intravenous use are 
made and distributed by competent and reliable 
companies. It is not implied here that their profit 
is too great, for the transportation cost is no small 
part of the sale price. In addition, there is inevit- 
able overhead cost and the expense of the elabo- 
rate precautions and safeguards placed around the 
preparation of the solutions to insure quality, 
purity, and sterility. These latter are all praise- 
worthy and worth while. 


The doubting concession, in the article under 
discussion, that “there may be in the largest insti- 


84 


Dollars Plus Safety 


GORDON M. MEADE, M.D. 


The Author 


@ Dr. Gordon M. Meade is the Assistant Di- 
rector of Strong Memorial Hospital, Roches- 
ter, New York. 





tutions sufficient and properly constructed appara- 
tus and trained chemists available to produce solu- 
tions that are nearly perfect,” does not agree with 
known facts and creates a false impression of the 
expense and facilities required to produce 
safe intravenous solutions with present methods. 


Furthermore, many of the numerous reasons 
advanced as to “why safe or standardized solu- 
tions cannot be produced in the majority of hos- 
pitals” are incorrect, illogical, or inconsequential. 


Lastly, the implication is carried in this article 
that severe reactions resulting in death from the 
use of homemade intravenous solutions are fre- 
quent. No evidence is offered in support of this. 


The Experience of Fifteen Hospitals Making 
Their Own Parenteral Solutions 


Believing that many institutions of moderate 
size, and over, have been, and are successfully and 
safely preparing their own intravenous solutions 
in large quantities, without indictment of the ad- 
ministration by the district attorney, we have 
submitted the following questions to a representa- 
tive group of fifteen eastern and midwestern hos- 
pitals with bed capacities ranging from 246 to 
1,240, an average of 603. The analysis of the 
replies is also given: 


1 Do you purchase intravenous solutions for 
intravenous use? Fourteen-of the fifteen institu- 
tions prepare their own. 


2 How long have you prepared your own solu- 
tions? The periods varied from one month (one 
hospital) to fifteen years, with an average of nine 
years. 


3 What method of preparation do you use? 
Ten of the fourteen are using the semi-automatic 
volumetric method. The remaining four were 
using other methods. 
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4 What method of sterilization do you use? 
There was some variation in the replies—10-20 
pounds pressure for 15-40 minutes at 228-250°F. 


5 How many flasks of intravenous solution do 
you prepare per year? Twelve of the replies gave 
figures which varied from 5,300 to 70,000, with 
an average of 26,750. 


6 How long are unused solutions kept before 
discard? Replies showed forty-eight hours in two 
hospitals; two weeks in two; one month in four; 
two months in one; “until used” in one; “turnover 
takes them before week old” in one. 


7 What bacteriological checks do you use? Bac- 
teriological checks are made as follows: cultures 
every three months in two hospitals; cultures 
every two months in two; cultures every month 
in two; “occasional” cultures in three; no checks 
in two—one of these has been making its own 
solutions for over ten years, reports one reaction 
—this is the smallest hospital in the group; the 
second of these has made its own for eight years, 
uses 25,000 flasks per year and reports “several 
mild reactions due to pyrogens.” For pyrogen 
tests: one hospital does them daily; one monthly, 
and one occasionally. The rest do not report any 
such tests. One hospital checks each batch of 
solutions with asepto thermal indicators. 


8 What experience have you had with reac- 
tions? (Elevation of temperature of 1°C or more 
and chills.) Four hospitals report none; six report 
“practically none” or “very few,” one reports one; 
three report several reactions under previous 
methods, but none with most up-to-date proced- 
ures. No fatalities reported. 


9 Do you believe that the preparation, under 
approved techniques, of intravenous solutions by 
a hospital is a safe procedure? Thirteen of the 
fourteen making their own, unqualifiedly answer 
in the affirmative. One states, “Safe in large hos- 
pitals with adequate chemical and bacteriological 
control.” 


10 Approximately how much money per year 
do you save by doing so? Thirteen hospitals re- 
ported savings of from $3,500 to $25,000 per year, 
with an average of $11,500. One had not been 
making its own solutions long enough to quote a 
figure. 


It is apparent from these replies that hospitals 
can prepare, and are preparing their own intra- 
venous solutions with safety and economy. 


Let us consider specifically some of the things 
which are claimed in the article under discussion 
as precluding the making of safe or standardized 
solutions by the majority of hospitals. 
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Nurses Making Parenteral Solutions at Strong 
Memorial Hospital, Rochester, New York 


1 The statement is made that “chemicals must 
be tested to insure strength and purity, other- 
wise, standard solutions cannot be produced. How 
many hospitals take the trouble to determine the 
purity of the ingredients used?” It is not disputed 
that the ingredients used must be pure and of 
specified strength. But why should we assume 
that the reliable manufacturers of the ingredients 
are any less capable of producing flawless goods 
than the commercial solution makers? Surely 
ingredients of proper strength and purity are 
available to other than the commercial solution 
makers. Neither we nor the author of the article 
under discussion can say how many hospitals take 
the trouble to determine the purity of the ingre- 
dients used, but there is no good or legitimate rea- 
son why they cannot do so or have it done for 
them without great expense. How many hospitals 
test the digitalis or the many drugs used for com- 
pounding prescriptions in the pharmacy? When 
speaking of strength, we come to the question of 
whether or not very slight variations in the 
strength of the solid ingredients have any signifi- 
cant effect when they have been dissolved in a 
large volume of fluid. With most of the commonly 
used intravenous solutions, the answer is in the 
negative. 


2 “Distilled water used in manufacture of in- 
travenous solutions must be free of all pyrogens.— 
Biological tests must be run to assure the absence 
of pyrogens from each batch of solutions, and few 
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hospitals are prepaied to go to this expense.” The 


first statement is true. It is also true that all 
known chemical tests have proved useless for the 
detection of pyrogens. Biological tests for py- 
rogens on each batch of solutions are unnecessary, 
for Walters, et al., have shown that, if one has 
an unlimited supply of freshly distilled water plus 
absolute cleanliness in the preparation of solu- 
tions and apparatus, pyrogen free solutions are 
assured. Our survey bears out this statement. 
Occasional checks for pyrogens are no doubt in- 
dicated and sufficient. 


3 “Contamination, of the fluids may result, not 
only from the pyrogens present, but from copper, 
nickel or zinc apparatus; from the soft glass con- 
tainers in which they may be stored or prepared: 
low grade filter paper; improper cleaning of re- 
ceptacles; breaks in technic; from the air of 
rooms in which they are manufactured; from 
careless personnel.” Let us grant, for the sake of 
argument, that all these things are possible. In 
refutation, modern apparatus is almost entirely 
glass except for the stills which usually are lined 
with insoluble alloys. Furthermore, the water is 
freshly distilled and is not allowed to stand in 
contact with metal for any appreciable length of 
time; soft glass need not be used, as hard glass 
containers are readily available; filters used are 
made of glass, not paper. Improper cleaning, 
breaks in technic, and careless personnel are 
merely reflections on the administration and per- 
sonnel caliber, rather than. on the safety of the 
method. “The pH of each particular batch 
must be determined, otherwise, violent reactions 
may occur, with possible fatalities.” This has not 
been found necessary by institutions with a total 
experience far greater than that of which the 
author writes. With proper distilling and pure 
ingredients in proper quantity, this is not neces- 
sary. Many commonly used solutions contain 
buffers which maintain a constancy of the pH. 


4 “Supposing that all technic has been perfect 
up to this point in the manufacture of homemade 
solutions, there is still the possibility of contam- 
ination due to inadequate and improper sealing 
of each container. In most cases, even if pressure 
sterilizers are available, these home-brewed solu- 
tions must be thrown out after seven days’ stand- 
ing.” The author does not seem aware that en- 
tirely adequate, foolproof and inexpensive meth- 
ods of sealing are available and that it is possible 
for the most inexperienced user to make a check 
on the unviolated state of the sealing before he 
uses the solution. The second statement above 
does not follow from nor prove the first, and it is 
not borne out by our survey. The article goes on 
to say that illnesses, vacations, etc., of regular 
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preparators, will imperil the safety of solutions. 
Certainly no institution has to rely entirely on 
one person for any one department’s conduct. For 
example, how would our pharmacies, etc., operate? 
It certainly should be possible to educate a second 
person in the technic. Or one might even buy 
some commercially prepared solutions to tide over 
emergencies. 


5 “Then before these solutions are used, there 
should be biological and bacteriological tests to 
determine whether they are up to standard.” We 
have shown that biological tests have not proved 
necessary. The necessary bacteriological tests 
can certainly be done by any hospital worthy of 
the name. He goes on to state, “This incubation 
period for bacteriological tests generally equals 
or exceeds the time for which ‘home’ manufac- 
tured solutions are safe, as it is conceded that 
‘home’ solutions should not stand over seven 
days.” This last is not conceded by us or others. 
Repeated tests in our own laboratories have shown 
all our solutions sterile after one month. Even 
if the statement were true, we should like to ask 
why it is necessary to wait seven days for a proof 
of contamination when using nutrient broth and 
agar. Rare are the organisms which do not show 
their presence in forty-eight hours or less. This 
holds true also for the Pseudomonas scissa and 
ureae organisms—the ones indicted for the pro- 
duction of pyrogenic substances. 


The article also states that all cultures must 
be made in air conditioned rooms. There are 
hundreds of recognized and approved laboratories 
in this country making thousands of cultures daily 
without air conditioned rooms. 


Lastly, the statement is made that the cost of 
the necessary safeguards plus the cost of the mak- 
ing of the solutions will be greater than the cost 
of prepared solutions. This is not borne out by 
our survey, where all the hospitals showed a 
marked saving. This was even true in a hospital 
whose production volume was smaller than that 
of the author’s hospital. 


To summarize—it has been abundantly shown 
by actual practice that the preparation of intra- 
venous solutions can be carried out safely and eco- 
nomically by hospitals of moderate size—250 beds 
and over. 
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ease, has always had the added foe, the cause 

of the disease, to combat. Often, for good 
periods of time, it has valiantly fought a losing 
battle, but usually it has risen victorious. The 
most notable failure in modern times is cancer. 


T= Science of Medicine, in dealing with dis- 


The Struggle of Psychiatry 


Psychiatry has had a different struggle. It not 
only has had to fight the disease that affects the 
individual, a more difficult problem in and of it- 
self than many of the physical diseases, but has 
had in addition supernumerary adversaries to cope 
with. Among these are the innumerable individ- 
uals and fallacious beliefs which have been and 
are extant, concerning the field of psychiatry, and 
especially, concerning mental disease and its suf- 
ferers. In addition, it has had to cope with the 
antipathies and misconceptions among lay people, 
concerning mental hospitals—asylums, to them— 
one of the greatest offensive weapons to combat 
the devastating hordes of mental disease. These 
additional enemies to the success of overcoming 
mental disease have made the struggle unequal. 
They have led to the inability on the part of the 
psychiatric warriors, the psychiatrists and their 
assistants, to obtain the necessary cooperation 
and funds to carry on this battle. Consequently, 
it has been necessary to fight mental sickness un- 
der great handicaps. 


The Importance of the Good Will and Cooperation 
of the Public 


Much has been done to overcome mental disease 
itself. Likewise, great efforts have succeeded in 
overcoming unfavorable public opinion. With 
the advancements made in psychiatry, better and 
more results have been obtained, and more people 
are fit to leave the mental hospitals and return 
to society. However, little is done for them once 
they leave the hospital. There are many people 
who might be able to leave the hospital if con- 
tinued assistance were at their disposal outside 
the hospital. It was with that idea in mind; 
namely, to make it possible to release more peo- 
ple, who might return to society from the hospital, 
by giving them supervision and help, that the 
Eloise Parole Clinic was established. This help is 
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in the form of guidance and assistance in their 
readjustment in society, and in maintaining their 
stability to prevent return to the hospital. As a 
co-result with this, increased facilities to bring 
about better results with the patients in the hos- 
pital were, naturally, expected to ensue. 


These general principles have been in the minds 
of all mental hospital people, but circumstances 
have not allowed their development. Almost all 
mental hospitals carry out these principles insofar 
as they are able under the limitations of their 
physical, geographical, and personnel capabilities. 
Some hospitals are able to follow up their paroled 
patients only by correspondence. Other institu- 
tions are able to send units, composed of a psychi- 
atrist, psychologist, and a social worker, to vari- 
ous centers in.a surrounding radius and attempt to 
keep contact through such service. Other organ- 
izations have the ability, through greater person- 
nel, to send social workers to the individual 
homes. In certain areas, such as metropolitan 
communities, a close supervision, with assistance, 
is possible, using a sort of out-patient service, 
within the hospital. 


Eloise Hospital—Its Downtown Unit 


Eloise Hospital is not situated in a rural area, 
but in a metropolitan district, yet, apart from the 
center of activities. Being sixteen miles from 
downtown Detroit, it offers a problem of trans- 
portation to patients and relatives. Inasmuch as 
over ninety per cent of the inmates are of the 
indigent or low-income group, the expenses in- 
volved in transportation are, insurmountable. 
Furthermore, the time expended in travel back 
and forth is, not infrequently, an important fac- 
tor. Thus, even with increased facilities through 
an enlarged staff, there were still the problems of 
expenses and time. To overcome these difficulties, 
it was decided to initiate the formation of central 
headquarters in the heart of Detroit, which would 
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afford to these people the medical and social work 
services near at hand. It was kept definitely in 
mind that this unit would not separate nor segre- 
gate itself from the hospital, but would be an in- 
tegral part of the entire hospital service, from 
beginning to the very end. Thus, the downtown 
clinic personnel is the same as the hospital per- 
sonnel, and the clinic offices serve as a place for 
the patients and relatives to meet the doctors and 
social workers, with the saving of both time and 
expense. In this clinic active psychotherapy is 
eontinued by the doctors, and social work treat- 
ment by the workers. 


With the ability to obtain services at the clinic, 
the antipathy to the hospital, seen frequently in 
some patients and relatives, is overcome. Many 
of you realize that the majority of patients and 
relatives detest returning to the hospital once they 
are discharged. With this set-up there are few ob- 
jections to report at the clinic, which is physically 
apart from the hospital. The same doctor and 
social worker care for each patient from the time 
of admission, through his hospitalization. They 
continue with him when he is returned to society, 
by regular appointments at the downtown unit. 
Thus, there is not the necessity on the part of 
the patient throughout his entire course to adjust 
to different people and personnel. 


Paroling the Mental Patient 


Not infrequently, in business as well as in pro- 
fessions, different terms are used to express the 
same idea. Because of the terms used in the laws 
governing the mental hospitals in Michigan, the 
term “parole” is used when a patient is allowed 
out of the hospital, whether it be for one hour or 
three years. Until recently, one year was the 
upper limit in Michigan. Remaining out of the 
hospital for three years, the parolee must be dis- 
charged from its books, or be returned to renew 
residence for a continuation of the parole. By 
discharge is meant that the hospital must write 
the patient off the books, thereby, losing any legal 
relationship to the patient. Use of these terms 
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at any time in this discussion entails the above 
meanings. According to the interpretation of the 
law, until discharge the patient is the responsi- 
bility of the hospital, whether in the hospital or 
on parole. 


There is a hue and cry today about overcrowd- 
ing in mental hospitals, and. the need for more 
hospital beds. All hospitals strive to bring about 
cures, so that the number of discharged patients 
may be increased, thereby making room for the 
reception of other patients waiting their turn for 
admission. Anything which relieves the conges- 
tion in the hospital makes more hospital beds 
available. A positive means to that end is the 
parole of patients who, without intensive super- 
vision, must, necessarily, be retained in the hos- 
pital. In addition to that means, the number of 
available beds is augmented by keeping patients 
out of the hospital on parole for periods of time 
in excess of that under which they might remain 
out, without such supervision. 


Such are the purposes of this clinic. The hap- 
piness to the patient, the reestablishment of 
broken and disorganized homes, the generally im- 
proved sociological conditions, are some benefits 
that accrue. 


Likewise, a parent returned into a home, to fill 
a gap that has been made vacant by hospitaliza- 
tion, is good social hygiene. A family breadwin- 
ner returned, takes the family off the relief rolls 
and helps to solve a community problem. 


Some of the activities of such type of clinic in- 
clude a study, as well as a preparation, of the 
environment into which it is proposed to return 
the parolees. It is easy enough to appreciate that 
to return a patient into certain types of environ- 
ment, if the environment were not improved, 
would be useless, because such action would re- 
sult in a hurried return to the hospital. Modi- 
fication of environment, to meet the patient’s 
needs as indicated from his history and during 
his hospitalization, may be carried on from the 
time of admission through hospitalization and 
during parole. A great deal of additional work 
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upon, or just before, parole is oftentimes advis- 
able and necessary, so that upon the parolee’s 
return, his readjustment into his position in so- 
ciety, is made easier. This results ultimately in 
either a permanent or, at least, longer stay out 
of the hospital. Through contacts with the doctor 
and social worker, either at the clinic or at the 
home, at intervals depending upon the needs and 
demands of that particular parolee, the patient 
is assisted in every way possible to make the re- 
adjustment necessary for re-socialization. This 
convalescent parolee oftentimes needs assistance 
in meeting problems. Giving such help is a defi- 
nite purpose of this clinic. 


The Readjustment of the Mental Parolee 


Certain parolees are much better able to read- 
just if they are kept busy with a steady job, or 
if they can rebuild their ego by being self-sup- 
porting. -It is for these individuals that the serv- 
ices of the clinic include, if possible, obtaining 
reemployment at a previous job, or, if necessary 
and possible, a new job. 


A case history: R. D., aged 32, was a typical 
schizophrenic patient yet, not sufficiently a social 
problem to warrant continued hospitalization. A 
job was obtained for him on the WPA, through 
the efforts of the clinic. Such position could not 
have been obtained for him had he been in the 
hospital, because his employer or almost anyone 
would recognize the evidence of his mental sick- 
ness. By virtue of the fact that he was still in 
the hospital they would immediately say, “Why, 
he is still crazy.” But, inasmuch as he was on 
parole, and dealings were made through the clinic, 
an outside agency, the employer accepted the fact 
that he was able to be out, and, in spite of his 
seeming peculiarities, accepted him into service. 
He has been on parole now just one year. Through- 
out that year he has been giving ten dollars per 
week to his mother. He supported himself be- 
yond that. When last seen he had a savings ac- 
count of one hundred and seventy-five dollars, out 
of a WPA salary. A hospital bed was gained, a 
human being made more satisfied and happy, and 
a mother assisted in her support, through the 
availability of the facilities presented through the 
clinic. 


At all times, when a parolee is employed con- 
tinued contact is kept with the employer, to assist 
in supervising, to overcome any misgivings, 
doubts, or misconceptions on the part of the em- 
ployer and, as well, to keep a watchful eye on the 
parolee, in case evidences arise that need inter- 
pretation and intervention on the part of the 
clinic. These contacts are carried on by the clinic, 
thereby eliminating the possible stigma of deal- 
ing with the mental hospital. 
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CLOSE MOserTaAL 


Close contact has been established with the em- 
ployment and personnel departments of many 
large industries and agencies, both public and pri- 
vate. By this means, this important part of the 
public is being educated to a different understand- 
ing and viewpoint concerning the problem of men- 
tal diseases. Very often they have been shown 
the evidences of cures that are produced in a men- 
tal hospital. As.a result, previous prejudices are 
gradually being overcome and avenues of obtain- 
ing other jobs have been opened. 


Specific Therapy for the Parolee 


It is not unusual to continue some specific ther- 
apy in a given case. Any time a parolee is in 
need of some physical or medical treatment, the 
clinic personnel refrains from giving this treat- 
ment, unless no other means for obtaining it can 
be found by the patient. It is a standing rule 
that the parolee is always returned to his family 
doctor, who has the prerogative of advising the 
course to follow. He may treat the case himself, 
refer the parolee to a specialist or to some public 
clinic, or advise whatever the case demands. If 
the parolee has no family physician, and if no 
relationship can be established between him and 
a private practitioner because of financial and 
other reasons, then only does the clinic consider 
referring the parolee to some public clinic for the 
treatment necessary. In the case of psychother- 
apy and psychiatric supervision, the patient is al- 
ways returned to a private psychiatrist, if one 
was in contact with the patient before hospital- 
ization, or if the parolee has the means to assume 
the financial obligation of procuring such services. 
Whenever there is no possibility of the parolee 
being cared for on the outside, then, naturally, he 
is treated through the facilities of the clinic. In 
all instances, where the patient is returned to a 
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private physician, psychiatrist, or other agency, 
close contact and cooperation is maintained be- 
tween them and the clinic. 


A very important function of the clinic person- 
nel is to observe any possible recurrence of the 
patient’s condition, so that both the patient and 
the public may be protected—the public from any 
possible aggression, and the patient, by return- 
ing him to the hospital for further intensive treat- 
ment, so that his re-parole may be brought about 
much earlier. Thus, the necessity of long hos- 
pitalization is greatly overcome. 


The Cooperation of the Parolee with the Clinic 


It is not surprising to see how the parolee and 
family have taken the clinic unto themselves. 
They not only come to the clinic upon appoint- 
ment, but they are there promptly. They call at 
the clinic personally, or by telephone, evidencing 
their need for it in a most consistent fashion. 


Because of the complications and entanglements 
that have occurred in the past through a patient 
having been paroled and discharged from the hos- 
pital, not having had his legal status clarified, a 
section was incorporated in the recent law, to 
bring about the automatic hearing, to restore san- 
ity to those individuals, by legal procedure. Not 
only has this resulted in clearing up business and 
legal difficulties, but it acts as a further thera- 
peutic agent to both the parolee and the family. 


To assist in this and, sometimes, to initiate such 
legal proceedings, is another service of the clinic. 
Before the enactment of the law, the parolee never 
knew just what his place in the social sphere was. 
Now he does. All this creates a new feeling, on 
the part of the public at large, toward this whole 
problem. 


By evidencing its need in the community, as 
well as its efficiency, the clinic has become a unit 
in the Council of Social Agencies of Metropolitan 
Detroit. The services of the clinic as an educa- 
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tional unit, as well as the hospital facilities for 
teaching, have been made known and are being 
used, so that quite a campaign of education. is the 
result of the clinic’s integration into the metropol- 
itan, sociological set-up. A greater understand- 
ing and appreciation of the hospital has been 
developed, and there is growing a great demand 
for the educational campaign that is being car- 
ried on among the general public. All of these 
things, of course, lead to one of the major points 
mentioned before, namely, the development of the 
cooperation on the part of the public and agencies, 
in assisting to combat mental disease. Further- 
more, if the values of the hospital and clinic are 
evidenced to the public the governing board of 
the hospital and clinic, the allocators of monies 
for the organization, become impressed by this 
public opinion and more assistance‘in the nature 
of personnel, as well as buildings, will eventually 
result. 


In dealing with public matters and public funds, 
there are always those who insist upon seeing 
what happens to the monies spent. The intrinsic 
results in the happy reestablishment of homes, the 
return of a patient into society, do not show on 
the basis of dollars and cents. You who are ac- 
quainted with the public and governing boards, 
appreciate the need for “selling” that which you 
are attempting to do. In your dealings you have 
no doubt become aware of the fact that whenever 
you are able to show a gain by dollars and cents, 
it is easier to “sell” further improvements. Along 
those lines, a few statistics from the first year’s 
activities can be given to prove the worth and 
value to the taxpayer’s dollar. 


The Clinic’s Record 


When the clinic first began, there were on record 
two hundred and nineteen patients on parole. By 
the end of one year that number was increased to 
four hundred and thirty-eight, an increase of ex- 
actly one hundred per cent. Figured at the per 
diem rate of one dollar and thirty cents, which 
was the actual cost of that particular period, it 
amounted to a saving to the county of $103,915.50. 
Deducting the cost of the clinic, which was $45,- 
000.00, it leaves over and above paying for itself 
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a saving to the county of approximately 152 per 
cent. This is the gain to the taxpayer for his 
dollar spent, in excess of its humanitarian and 
intrinsic values. This figure might be added to 
by pointing out that to serve the extra patients, 
would have, besides the per diem cost, necessitated 
the construction of a separate unit, at a cost of 
several hundred thousand dollars. 


In attempting to discover for ourselves the 
value of the clinic other than financially, a study 
has been made of the paroled patients in a given 
year, and their exact position in society one year 
after parole. This study includes the total num- 
ber of individuals who were released from the 
hospital during the year July 1, 1935, to June 30, 
1936. This was a total of 486 persons. The fol- 
lowing is an analysis of the group: 


Sex Per Cent 
er es Trae oor 256 52.6 
ON Goss corel ewhadece 230 47.4 

Color 
NWI os ee Racetetaro we sin belies 470 99.7 
INGMEG 5.< abc ss Fesscintuay werce 16 3 

Nationality 
AMC CE TORN. os cc scenes 352 72.4 
10 2: er ae 134 27.6 

Age on admission to hospital 
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Winmt: G05 16°40 GORPS 6 os oiccec ccc cases 110 
Prom: 40 00-50 years occ Sicrs sd cuowe 128 
Wrst C0 te OP GORIRs ooo siisicciccsvectes 72 
PROMO UF 106 BORED. oe cescceccauecess 36 

, From 70 to 80 years...........+.seees 24 
Perce SE ti GO VORB eo. 5.6 so eh ose eee 8 
CIMIONE occcls rules cn ker echameeeeene 8 


This shows the largest group between twenty 
and fifty years—a total of 332, or 68 per cent. 


Economic status Per Cent 
WIOORIOTAS S04 ki irccne se cee's ec 196 40 
RRO: 6 ekg aes Ke eelacwaceres 48 10 
SIGN eseccscievekeewegeen 70 14.5 
PREC GOBE oo. 6 oo. b:000 s0.0' 114 23.5 
DI oie ds iwc cement 29 12 


Dependent equals those who relied upon charity 
for support. Marginal equals partly self-support- 
ing, with outside help. Salary equals an income 
earned of fifty dollars or more, per month. Inde- 
pendent equals average living for that group’s 
accustomed standards, through their earnings. 


Employment before hospitalization Per Cent 
ROUND aaa deiicceas eae ee 172 35.5 
PN 6 595s oor an eee cet 76 16.5 
PRED ss isc sieecee news 19 8 
CE Straws ae Hence des 50 9.5 
RIND oa Sach ob 8c slew ea 110 21.5 
CEROIE Fs atcakas ceegten 20 8 


(Including students and unknown designations) 


In order to draw some comparisons, some sta- 
tistics other than our own were necessary. A 
study made by building up a hypothetical city of 
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one hundred thousand people, drawn from a cross- 
section of the United States—“Averageville,” by 
S. Salutsky—furnishes our comparative figures. 
That study showed employment, generally, as 
follows: 


Per Cent 
FONE oo oki es Cees aeoeiseneel 27.3 
ONO Susie cv civ asupateeaceasnedens 23.1 
POI oes os ch aU eeksence 9.4 
CRONE i oh hvcinsckkscuaheeuawennecs 17 
DIE oe vi wecics @accdvadenckeeuies 15.2 


Allowing 8% for all others 


It may be noted that in both groups, the total 
of the factory and laboring groups approximate 
very closely—within 114 per cent. The profes- 
sional groups are nearly equal, and there are more 
in the clerical group of “Averageville” as opposed 
to a larger group in the domestic group of our 
study. This might be accounted for by virtue of 
the fact that the majority of the population of 
Eloise Hospital is drawn mainly from the near 
indigent group. 


Diagnosis Per Cent 
RIONENS Fie se cwin cache 134 27.5 
SehMGOWNTONMIC <6 o6.cicccccics 130 27 
Manic depressive insanity.... 72 14.8 
Senile and arteriosclerosis... 46 9 
EMME Sib so ackeasicnein nds 30 6.3 
PRGOROMOANS on chest eects 22 4.4 
ING PENRO Sct cwcdeeceing 10 2 
Psycho neurotics ........... 8 
PGE Shien caus dees ce 34 


The relatively small percentage, 27 per cent, in 
the Schizophrenic Group, is not the figure of the 
hospital percentage, which one would expect to be 
closer to 40 per cent, but is the percentage of 
those who were paroled. Likewise, it would be 
expected that a greater number, comparatively, 
of alcoholics, would be found in the parole group. 


Considered in this total of 486 paroled are the 
following: 


Per Cent 

RENE Oc Ws ua ree usaaeues 410 80.5 
MM. os os Kwan vee dene ee 66 12 

Transferred to Infirmary.... 26 5 

EMM Sohaccc kere teaeeaass 6 13 
Transferred to other hospitals 4 8 
Voluntary patients ......... 2 3 
J eee ere Cre 2 3 


Only the escapes who were not found, could not 
be returned to the hospital, or were thought to 
be relatively safe social subjects, were included. 
Any escape who was returned to the hospital 
within one month was not included. Likewise, 
this total does not include those patients who were 
paroled for shorter periods, up to one month. 


Length of residence in hospital Per Cent 
Less than l- Year... i.< cccas 338 70.5 
Seen the SVs 6. 3 ide 0% 60 12 
Less than 8 years........... 24 5 
Less than 4 years........... 26 5.1 











Length of residence in hospital Per Cent 
Lees than 6 years. oo: 6.+% 16 3.4 
Lene than 6 YORE. 6.68 ce ks 10 1.8 
Less than 7 years........... 6 i 
Less than 8 years........... 2 A 
Less than 9 years........... Z 4 
Less than 10 years.......... 2 A 


It is only natural to expect that the majority 
of parolees would be from those of shorter resi- 
dence. It is a natural inference that this group 
suffered their psychosis a shorter time. 


Period remained out of hospital Per Cent 
Less than 1 month.......... 40 8 
Less than 2 months......... 16 3.5 
Less than 3 months......... 18 4 
Less than 4 months......... 24 5 
Less than 5 months......... 12 2.5 
Less than 6 months......... 20 4 
Less than 7 months......... 16 3 
Less than 8 months......... 8 1.5 
Less than 9 months......... 2 A 
Less than 10 months........ 10 4..8 
Less than 11 months........ 4 8 
Less than 12 months........ 292 60 

(and all others) 
WINER) Cob awe aiwawe es 24 5 


This study considers only one year. Many of 
these have stayed out longer, and are still out. 
Some deductions can be made from these figures. 


If each one of the 486 patients had remained 
out of the hospital a full year, then there would 
be a total of 486 patient years possible. That 
means that 486 other patients could each have 
been hospitalized a full year, or twice that num- 
ber, half a year, etc. In our group, 292, or 60 
per cent remained out of the hospital for a full 
year or more. One hundred and seventy remained 
out of the hospital a total, in months, equal to 62 
years. Twenty-four remained in the unknown 
class, about whom nothing could be learned. They 
have been out of the hospital a year or more, but 
have not been included in our percentages. The 
grand total of time stayed out of the hospital, 
therefore, is 354 years out of a possible 486. This 
shows what might be called a 73 per cent effi- 
ciency. 


Of the total group, 274 received medical and 
social service intensive supervision. Two hundred 
and twelve received minimal or none. This group 
includes those escaped, and not found nor con- 
tacted; those transferred; those who died or were 
deported; those moved to the infirmary and the 
voluntary patients; those whose sanity was re- 
stored by a court procedure; those who left the 
confines of the state; those who were out of the 
hospital less than one month; and the small few 
who refused to cooperate. 


The survey includes an analysis of the social 
activities on the part of these patients before hos- 
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pitalization and on parole. It is felt that not only 
is the seed of re-socialization implanted in these 
patients, through the occupational and recrea- 
tional therapy work in the hospital, but that such 
stimulus is carried on through the services of the 
clinic, by suggestion, exhortation, and assistance. 
Our study reveals that 102, or 21 per cent of these 
patients carried on more social activities before 
they entered the hospital than after they left the 
hospital. This social activity included movies, 
dances, sports activities, church groups. There 
were 234, or 52.2 per cent, who carried on more 
social activities after they left the hospital and 
were on parole than before they entered the hos- 
pital. The study also reveals that 130, or 26.8 
per cent carried on about the same amount. 


As has been brought out before, the clinic at- 
tempts to regain positions or employment for the 
paroled patients and, where necessary, to obtain 
new employment. There were 202 parolees or 
41.4 per cent who were occupied in gainful em- 
ployment. The other 284, or 58.6 per cent were 
not employed, because of physical inability, mental 
inecapabilities, or because they could not obtain 
employment. 


In the study made of “Averageville,” of the 
total of 70,600 persons, according to government 
statistics, 56 per cent were employed in the year 
1930, but in the year 1937 there was a reduction. 
Oniy 42 per cent were gainfully employed. This 
comparison shows that less than 1 per cent more 
were employed in “Averageville’ than in our 
survey. 


When taking into consideration that our pa- 
rolees are ex-mental hospital patients, who car- 
ried with them the usual stigma, as interpreted 
by the general public, it is evident that the com- 
parative percentages evidence some of the benefits 
accruing from the clinic activities. 


The opinion is that the efforts of the Eloise 
Parole Clinic have been somewhat pioneering, but 
have been definitely rewarded, both by saving 
money for the taxpayer, by making available more 
hospital beds, and by carrying on the major ac- 
tivity of our professional calling, namely, the help 
of the mentally afflicted, both by direct treatment 
and by the changing of public misbeliefs and at- 
titudes. 


Acknowledgment and expressions of apprecia- 
tion are hereby given to the Governing Board, 
the Superintendents of the Poor; Dr. Thomas K. 
Gruber, Superintendent; Evangeline Sheibley, 
Director of Social Service Department; and Ger- 
aldine Ruf, Fellowship Social Worker, who collab- 
orated with the author, in the statistical infor- 
mation. 
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tinent can lay claim to three centuries of con- 
tinuous existence. Among the few that can 
is a hospital in Quebec. 


Hotel-Dieu de Quebec—1639 


The Ho6tel-Dieu de Québec first opened its doors 
to the sick, in the Year of our Lord, 1639. It owes 
its inception to the patriotism and generosity of 
a devout French noblewoman, the Duchesse 
d’Aiguillon, a niece of Cardinal Richelieu, the most 
astute and influential statesman of his day. Word 
had come to her of the pitiful state of the sick in 
His Majesty’s young colony in the Canadian wil- 
derness, because of the lack of facilities for their 
care. Setting her hand to the meeting of this need, 
she obtained a grant of land from the King and 
contributed from her own purse the funds needed 
to launch the enterprise. 


Fin institutions on the North American con- 


Quite naturally, the establishment was to be a 
religious enterprise. There existed in France an 
order of nursing sisters, experienced in. the insti- 
tutional care of the sick—Les Religieuses Hospi- 
taliéres de la Miséricorde de Jésus, better known 
as the Hospitaliéres de Saint-Augustin. The 
duchess recruited three sisters from this order 
from the Hotel-Dieu in Dieppe to organize and 
conduct her hospital in Quebec. These nuns, all 
under thirty years of age, were Mére Marie 
Guenet de Saint-Ignace, who was selected to be 
superior of the hospital, Mére Anne Lacointre de 
Saint-Bernard, and Mére Marie Forestier de 
Saint-Bonaventure. With them there also went a 
servant, Catherine Chevalier, who accompanied 
them on the condition that at the end of ten years 
of service she would be made a lay sister of the 
order. 


The voyage to Canada, which began on May 4, 
1639, took nearly three months. Storms, fog, ice- 
bergs, the danger of capture (France and Spain 
being then at war), the cramped, ill-smelling, 
vermin-infested quarters, made the crossing an 
experience that would well try one’s faith and 
fortitude. But this little group of women had ac- 
cepted a call to service; hardships and incon- 
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veniences were to be expected; were only inci- 
dental. 


Many Hardships Confronted These Hospital 
Pioneers 


The records of the early years of the work of 
these hospital pioneers are scanty. Herculean 
tasks confronted them. Not the least of these was 
that of learning difficult, unwritten Indian lan- 
guages. A small house of six rooms had been 
placed at their disposal. Hardly was it prepared 
for patients, when an epidemic of malignant 
small-pox broke out among the Indians. The sis- 
ters and Robert Giffard, the one physician of the 
settlement, worked incessantly to minister to its 
victims. Fear of contracting the disease made lay 
help of any sort almost unobtainable. Conse- 
quently, not only the nursing of the sick, but the 
most menial tasks of the establishment must be 
performed by the sisters and the Jesuit priests 
who come to their assistance. 


In the summer of 1640, two more nuns arrived 
from France to join the heroic trio. Shortly there- 
after the sisters gave up their house in Quebec 
and removed to Sillery, a settlement three miles 
distant. The sisters had come to the conclusion 
that the Indians there had greater need for their 
help than had the French in Quebec. A small 
hospital was built for them and in it and from 
it, though sick themselves at times, they carried 
on their ministry to the sick Algonquin and Mon- 
tagnais Indians. Their doctor was one René Gou- 
pil who had come from France to associate him- 
self with the Jesuit mission at Sillery and had 
bound himself to serve without pay for life. 


New Hospital Completed in 1646 


After four years at Sillery, the menace of at- 
tack by hostile Iroquois having driven most of 
the Indian population away, the sisters were per- 
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The Hotel Dieu in the 18th Century 


suaded to abandon their work there and return 


to Quebec. This was in May, 1644. Again a new 


hospital had to be built. Its construction pro- 
ceeded so slowly that the sisters felt impelled to 
assist in the heavy manual labor of building, while 
at the same time ministering to such sick persons 
as sought relief at their hands. Until the new hos- 
pital was ready for occupancy they used a small 
house in the neighborhood for French patients 
and erected huts on the hospital grounds for the 
accommodation of the sick Indians. 


In 1646 the new building was completed. From 
that time on through there have been many 
changes in its plant, the Hétel-Dieu de Québec has 
carried on its work on this same site. Its annals 
are replete with accounts of service to victims of 
oft-recurring epidemics. In 1665 there was an out- 
break of a fever, probably typhus. On one day 
there were admitted to the hospital one hundred 
and thirty sick soldiers from a newly arrived 
regiment. The nursing staff now consisted of four- 
teen sisters. Half their number contracted the 
disease. In 1703 there was an epidemic of small- 
pox; in 1710 one of what was probably yellow 
fever. Of this latter scourge twenty-four of the 
nuns connected with the Hotel-Dieu lost their 
lives. 


As Quebec grew in commercial and military 
importance, the Hotel Dieu increased and devel- 
oped its facilities and service. By the middle of 
the Eighteenth Century its staff had increased to 
fifty sisters. Its wards were always full, as it 
served not only the civil population, but was used 
by the naval and military authorities as well. 


Rebuilding of Hospital Destroyed by Fire in 1755 


In June, 1755, the whole plant was destroyed by 
fire. Though temporary quarters for the sick 
were established in the palace of the Bishop of 
Quebec, the future of the Hétel-Dieu seemed un- 
certain. There were those who advised against 
rebuilding. England and France were at war and 
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there was danger, a danger later to be realized, 
that Quebec would come into the possession of 
the enemy. Why build a hospital for them? But 
even this contingency did not dissuade the Hospi- 
taliéres de Saint-Augustin from deciding to go 
on with their work. In spite of their poverty, the 
scarcity of labor, the high prices of building ma- 
terials, they set out with the help of the Bishop 
to raise funds for a new hospital. Success crowned 
their efforts and the new plant was ready for use 
in 1757. 


Two years later during the bombardment of 


_ the city they were forced to vacate their hospital 


because of its exposed position, but they returned 
to it as soon as the city capitulated to the British 
forces. They found it badly damaged, but the con- 
querors of the city lent such assistance as they 
could towards its rehabilitation. Hard times lay 
ahead, but the sisters seemingly never faltered in 
their determination to carry on their work, how- 
ever heavy the odds against them seemed. War, 
pestilence, physical hardships, impoverishment 
and debt have annoyed, but never daunted them. 
Their hospital and their community have grown 
in spite of all vicissitudes. Today it has a modern 
plant of 350 beds, a competent medical staff and 
it has enlarged its usefulness and influence by 
becoming a teaching unit of the Medical School 
of Laval University. 


Tercentenary Festivities—1939 


As the summer of 1939 drew to a close, three 
hundred years had passed since the devout, stout- 
hearted sisters from Dieppe first opened the doors 
of their Hétel-Dieu de Québec. Notwithstanding 
the fact that the Hospitaliéres de Saint-Augustin 
are a cloistered order, a three hundredth birthday 
was an event that could hardly be allowed to pass 
without appropriate observance. 


The week of August 26 to September 2 was set 
aside for tercentenary festivities in all of which 
quite naturally there was a dominant religious 
note. Quite in keeping with the spirit of their 
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order, these white-robed sisters did not begin their 
celebration with a reception for local dignitaries 
and distinguished visitors. Rather was the first 
day given over to the entertainment of three hun- 
dred and fifty poor families—upwards of two- 
thousand persons—chosen by the priests of the 
parishes of Quebec and its vicinity. They were 
fed, presented with gifts of clothing, made or col- 
lected by the sisters, and were addressed by Car- 
dinal Villeneuve, Archbishop of Quebec. The next 
day, Sunday, was observed as a day of thanks- 
giving and prayer. 


Monday’s ceremonies began with a solemn. pon- 
tifical high mass at the Basilica, the cathedral 
church of the diocese. Special dispensations per- 
mitted Ursuline nuns and the Hospitaliéres de 
Saint-Augustin to leave their respective cloisters 
to attend this service. Members of these two or- 
ders, to the number of one hundred seventy-five, 
marched in solemn procession to the Basilica, 
escorted by uniformed members of various mili- 
tary units and by Boy Scouts. Mass was cele- 
brated by the Cardinal-Archbishop, assisted by 
the Chaplains of the Ursuline Convent and the 
H6tel-Dieu and other high church dignitaries. 


Later in the morning there was a reception for 
members of the medical staff and their wives, pub- 
lie officers, distinguished citizens and visitors. 
This was held in the Cloisters adjoining the hos- 
pital. It gave an opportunity, rarely afforded, to 
see the simple, but dignified quarters in which 
the Augustine sisters live and from which they 
go each day to their work of caring for the pa- 
tients on the wards of the adjoining Hotel-Dieu. 
Following this reception a luncheon was served in. 
the refectory of the monastery. This afforded 
opportunity for addresses by representatives of 





the provincial and municipal governments, the 
medical profession, the clergy and the French 
Academy. Dr. Harvey Agnew, President of the 
American Hospital Association, was present to 
represent that organization and to present an 
illuminated scroll conveying the greetings and 
felicitations of the Association. Were pride one 
of their attributes, the sisters might well have 
manifested it as they heard speaker after speaker 
laud their kindness, their devotion to duty and 
their efficiency in the care of the sick. 


Following this program the guests repaired to 
the monastery garden where various floats and 
booths depicted events in the history of the 
hospital. 


On the following day the Cloisters were again 
open. This time to the members of the families 
of the nuns. Wednesday was given over to the 
clinical meetings in the hospital. Thursday was 
a day for the reception of patrons and benefac- 
tors. Friday was set apart for services in which 
the employees of the hospital might have a part 
and in which official recognition of their work 
might be given. 


Thus passed into history a week given over to 
the commemoration of the completion of three 
centuries of service to the sick of the city and 
province of Quebec. The days and years that are 
to follow will see this group of self-sacrificing, 
devoted women and their successors going quietly 
and happily about the work to which they have 
dedicated their lives. HOSPITALS congratulates 
them on what they have accomplished; adds its 
word of praise of the work they are now doing 
and trusts that the future will bring them still 
greater opportunities for service to suffering 
humanity. 





The Voluntary Hospital Has Earned a Place of Importance 
in the Community 


The modern hospital is probably one of the 
most important community interests that we can 
have. Developing through the past centuries, it 
has kept step with the advance of the science of 
medicine, and for that matter, all science, and has 
striven to attain ever and ever better methods and 
facilities. As a consequence, the hospital has be- 
come an institution of great complexity, which 
places at the command of the physician for the 
benefit of his patient, not only expensive equip- 
ment for aid in diagnosis and therapy, but also 
the assistance of a number of specialists (radiolo- 
gist, pathologist, anesthetist, physical therapist 
and others) with medical as well as specific train- 
ing in their respective fields. 
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Present day control of hospital administration 
is divided among diversified authorities; state, 
municipal, private and voluntary non-profit insti- 
tutions being the most usual. Of these, the volun- 
tary non-profit general hospital, dependent upon 
the community it serves for its support, and re- 
sponsible to the community for its efficiency, is 
probably the most useful, always provided that it 
is conveniently and healthfully located, is ade- 
quately staffed, and has the equipment and bed 
capacity to properly care for the population that 
it serves. 


—Charles B. Manville, President, Nyack Hospital, 
Nyack-on-the-Hudson, New York 
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A Six-Month Plan for the Organization 
of a Hospital Library 


FRANCES POSNER 


reference library housed on the hospital prem- 

ises. The records of the reference library of 
one small hospital, which will be described here, 
show the prompt response of staff members and 
interns to efficient library service. 


T= entire personnel of a hospital benefits by a 


It has been demonstrated that physicians and 
surgeons are glad to spend odd hours between 
visits and operations in extending their profes- 
sional knowledge. Students in residence at the 
hospital, in many cases unacquainted with other 
libraries in the vicinity or lacking time to travel 
the necessary distances to them, need material 
close at hand. Extraordinary problems cropping 
up in the everyday work of the personnel can 
often be solved immediately from the literature 
in. the hospital library, thereby increasing staff 
efficiency. In addition, the customary quiet of a 
hospital is ideal for study and research. 


The history of the reference library of this one 
hospital is, I believe, typical of reference libraries 
in many hospitals throughout the country. 
Library records of past years showed that while 
doctors and students used the library, other 
groups, such as pharmacists, dietitians, social 
workers and office personnel, had not been at- 
tracted. 


As in many small libraries dependent upon gifts 
for growth, there were no complete records avail- 
able to show exactly what volumes the collection 
contained. A system of classified shelving had 
not been attempted. Many books needed mending 
and rebinding. Although previous librarians had 
frequently compiled bibliographies requested by 
physicians, copies had not been. kept, nor had any 
independent bibliographic or analytic work been 
done. 


Piled indifferently in manila folders and file 
envelopes, along with library correspondence, lay 
an intriguing accumulation of gift theses, dis- 
sertations, clippings, reprints, pamphlets and sin- 
gle issues of periodicals. These, besides being 
valuable as supplements to text material, frequent- 
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ly contained photographs, diagrams, and reference 
lists of particular use to student nurses and in- 
terns preparing for state board examinations. 


Easy Access to Material Important 


The principal duty of a librarian is to supply 
easy access to all material housed by the library 
and to see that all the material is used. Not only 
must the librarian be able to provide, on a second’s 
notice, any work called for, but patrons must have 
the means for helping themselves to the material. 
The presence of such facilities is the distinguish- 
ing difference between a library and a mere col- 
lection of books. 


But there are certain conditions which may 
block the librarian in her work. In a hospital li- 
brary the time-element is of far greater impor- 
tance than in the more general public library. Due 
to the infrequency of leisure periods, and the 
urgency of some reference problems, which often 
pertain directly to cases in hand, the librarian 
must provide and maintain all the aids to quick 
service which can be mustered. 


Ferdinand Meyer Memorial Library 
Union Memorial Hospital, Baltimore 
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Usually, in the small library, there is only one 
full-time librarian with, perhaps, one or two part- 
time assistants. This small staff is ordinarily 


kept busy assisting patrons. Other work, such as 
cataloguing and mending, must wait until the 
freer periods of the day. 


In the small library where the budget bans ex- 
penditure by the librarian, ingenuity in devising 
recording methods of extreme simplicity must be 
one of the librarian’s chief abilities. Short-cut, 
simple methods will save time and increase the 
amount of work accomplished by the library staff 
each day. Sometimes, the librarian’s expedient 
forms and systems will seem to bear no relation 
to the more dignified and comprehensive methods 
used in larger libraries. But with her sample 
forms to build upon, the librarian can, in time, 
provide them. 


Organization of Material 


To provide the basis for complete library ser- 
vice at the hospital of which I am writing, a six- 
month program was set by the librarian. In- 
vestigation showed that all the material found in 
the collection had real reference value; that the 
library was deficient in up-to-date texts on phar- 
macology, dietetics, social service, and hospital 
management; but that current periodicals often 
contained articles and symposia pertaining par- 
ticularly to these fields of hospital service. With 
the belief that the library collection could be made 
to meet the needs of the entire hospital staff, the 
following projects were immediately started: 


1 A classification system, with classified shelv- 
ing of books; correct, convenient arrange- 
ment of unbound periodicals; and the classi- 
fication and indexing of ephemeral material: 
unbound reprints, pamphlets, and clippings. 


2 A cataloguing system, beginning with a com- 
plete inventory of all periodicals and books. 


Doctors’ Library and Conference Room 
Lying-In Hospital, New York City 
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3 A collection of subject bibliographies. 
4 The repair of damaged volumes. 


5 Improvements in the administration of the 
library, including the introduction of a sim- 
ple method for compiling statistics and a 
collection of catalogues and book-covers. The 
collection comprised the basis for a sugges- 
tive buying-list. 


6 Classes for probation students in the use of 
the library. 


That prompt service is quickly recognized and 
responded to is illustrated by the following statis- 
tics taken from one hospital’s library records of 
the past two years: 


Attendance 
March, 1937 542 Report comment reads: 
“The highest attendance in 
the history of the reference 
library.” 
April, 1937 
March, 1938 Report comment reads: 
“This is the largest attend- 
ance ever recorded for the 
medical library.” 
April, 1938 409 
November, 1938 545 This was the first month of 
the six-month plan. 
December, 1938 609 
January, 1939 717 
February, 1939 1,009 
March, 1939 1,105 Over double the attendance 
in November, 1938. Report 
comment reads: “March, ap- 
parently, has always been a 
busy month.” 
Nearly double the attendance 
in November. Report com- 
ment reads: “There is noth- 
ing about this growth. The 
library has needed certain 
things ...; and if these will 
continue to be supplied, the 
attendance will be even 
greater because the library 
will become a collection of 
books which can be used for 
the purposes that staff mem- 
bers and students have shown 
they need.” 
Circulation 


November, 19388 96 
April, 1939 216 


April, 1939 1,063 


Increase of over 224 per cent. 


Inventory 


The very first job attempted by the librarian 
was a thorough inventory of the books, periodi- 
cals, and pamphlets housed in the collection. It 
was to be as complete as possible because from 
this inventory a preliminary cataloguing system 
would evolve. A full main entry card (either 
author or title) was written for every book and 
periodical. In every instance where analytics 
might later prove useful they were added to the 
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Warren Library, Massachusetts General Hospital, Boston 


card. Additional copies of a text were noted in 
the upper right-hand corner so that the notation 
became a shelf-list as well as a catalogue card. 


Examples 
White, Paul Dudley cop. 1-2 - 


Heart disease, by Paul Dudley White ... 2nd ed., 
completely rewritten and reset. New York, The Mac- 
millan company, 1937. 

xxi, 1 p., 1 1., 744 p. illus., plates, fold. tab., diagrs., 
24cm. (Half-title: Macmillan medical monographs.) 

Bibliography at end of each chapter: “An outline of 
the evolution of our knowledge of the heart and its 
diseases”: pp. 97-102. 


American Journal of Nursing. 
vol. 30 1930 Library has: Dup. unbound volume 


vol. 32 1932 Unbound; library missing: Mar. 


It is necessary to check these cards with the 
shelved books several times for accuracy and 
clarity: (1) To avoid duplication of notations; 
(2) To distinguish between similar titles; (3) To 
note the editions and. dates of additional copies; 
(4) To correct any other errors in notation, such 
as paging and spelling. Although this may sound 
like a tedious job, it forces the librarian to know 
her collection. And knowing her collection means 
knowing instantly where to turn for information. 


Mending was done in connection with the inven- 
tory. As each book was handled in turn, it was 
carefully collated for torn and loose pages, split 
bindings, and so on. This careful scrutiny pro- 
vides another excellent method whereby the 
librarian may become thoroughly familiar with 
the contents of her collection. Routine collation of 
circulating volumes is still another way. 


Subject Folders 


After the pamphlets had been sorted, (with the 
aid of the classification systems of the Boston 
Medical Library, Index Medicus, and the indices 
of the medical books belonging to the collection), 
into related subjects and subdivided as narrowly 
as was immediately possible, folders were pro- 
vided for each subject and the folders arranged 
alphabetically by subject in pamphlet boxes. The 
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contents of every folder was indexed, and the in- 
dex clipped to the inside front cover of the folder. 


Since the library received new pamphlets from 
time to time, and it seemed likely that the contents 
of each folder would become larger within the 
next few years, the pamphlets were indexed by 
number or consecutive position within the folder, 
rather than by author or title. For instance, if a 
clipping of an article by Constance Babel from 
The American Journal of Nursing was the second 
pamphlet in the folder labeled “Nursing,” the 
pamphlet would be indexed as Number “2” in the 
index and the pamphlet cover or first page marked 
with a circled “2” in the upper right-hand corner. 
If the library had two pamphlet copies of this 
article by Miss Babel, the copies would be num- 
bered on the upper left-hand corner of the cover 
or first page: “cop. 1” and “cop. 2,” respectively. 


Pamphlet cover 
cop. 1 (2) 
An operating room case study. 
by 
Constance Babel 


Index entry 
(2) Babel, Constance. An operating room case study. 
(Clipping from the American Journal of Nurs- 
ing, Mar., 1933, vol. 33, no. 3, pp. 267-273.) 
“References read”: p. 273. 
cop. 1 — 2 — 

Space was left for accessioning additional copies 
of this pamphlet. Number “3” in the index was 
the next pamphlet not an added copy of Number 
Ria 


This procedure served a tri-fold purpose: (1) 
The librarian and library patrons could tell imme- 
diately by looking at the index of a folder how 
many pamphlets were available on that subject; 
(2) A check of the contents of the folder with the 
index before and after use quickly showed 
whether or not any of the pamphlets were out of 
order or missing; (3) Index entries for pamphlets 
were sufficiently complete to form in themselves 
a shelf-list and need only be copied to be trans- 
ferred to the card catalogue. 


A full set of The Cumulative Index Medicus is 
invaluable to the librarian of a small hospital 
library. Like Readers’ Guide to Periodical Litera- 
ture, used in general libraries, it provides sub- 
headings for pamphlet folders, card catalogue, and 
classification system. With it the-librarian can 
identify with the utmost degree of certainty the 
authorship, title, date or source of unlabeled mag- 
azine clippings; and, of course, it is used to com- 
pile bibliographic material for patrons. Just as 
Index Medicus shows what has been published, the 
library shelf-list and card catalogue shows 
whether or not the library has the issue of the 
periodical containing the article or a reprint or 
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clipping of it. Together they form the two most 
useful tools of the hospital library. Both Index 
Medicus and the library card catalogue or shelf- 
list should be easily accessible to patrons who like 
to help themselves. 


Bibliographies 


A handy collection of short bibliographies, each 
listing about ten or fifteen references, is a great 
boon to the library. There should be at least one 
bibliography on every subject pertaining to hos- 
pital work. 


If the librarian wanted to start such a collec- 
tion, with what subjects should she begin? The 
librarian of one hospital kept a daily record of 
all reference questions. By the end of each month 
she usually had a list of from twenty to thirty 
different subjects, which she filed for future use. 


Whenever she gathered material requested by a . 


patron, she made a copy of her bibliography for 
the library file. A short reading list on a subject, 
promptly produced, adds to the reputation for 
service which the librarian is trying to build. It 
is surprising how often the same questions are 
asked. Usually the short list satisfies patron 
needs. If it does not, further material must, of 
course, be found. 


Each subject bibliography should contain, if 
possible, references to every form of material 
available in the library: books, periodicals, pam- 
phlets, mounted pictures. They are, in fact, 
analytics. As such, they may be transferred later 
to the card catalogue under their respective sub- 
ject-hendings. Besides, the use of material is 








spread until every bit of the library collection is 
active. This is important. The higher the degree 
of usefulness which the library collection reaches, 
the more valuable it becomes to the institutions 
to which it belongs. 


At first it is very difficult, almost impossible, to 
predict which volumes will be handled most often. 
At the hospital library of which I am writing, a 
set of Encyclopedia Britannica, thirteenth edition, 
had been shelved beyond reach to be “out of the 
way.” Within a few weeks the librarian found 
she was constantly referring to it. It provided 
quick, authoritative reference for maps; material 
on John Hunter, requested by a visiting physi- 
cian; and material for term papers for student 
nurses. An excellent supplement to text material, 
there was scarcely a reading list which did not 
contain at least one reference to Britannica. 


That is why I am stressing the need of the 
librarian to dig into the very heart of the collec- 
tion; to study the indices of all the texts; to make 
as many short reference lists as time and imagi- 
nation will permit; to publicize the library among 
potential patrons; and to show them how to use 
the facilities which have been assembled. 


It is worth the effort. If hospital libraries are 
to grow in importance and value to the institu- 
tions housing them, this is the work that must be 
done. Otherwise, the work of the librarian degen- 
erates to the point where any file clerk or switch- 
board operator could fill the place. But, if the 
hospital librarian will really employ these sug- 
gestions, I know that both the library and the 
hospital will benefit. 





Dr. John Gorrell Becomes Administrator 
of Battle Creek Sanitarium 


Dr. John Gorrell, who for the past two and a 
half years has been superintendent of the Blodgett 
Memorial Hospital, Grand Rapids, Michigan, has 
accepted the appointment as administrator of 
Battle Creek Sanitarium and Hospital, Battle 
Creek, Michigan. 


Georgia Baptist Hospital Dedicates 
Its New Clinic 


The new building of the Sheffield Clinic of the 
Georgia Baptist Hospital, Atlanta, Georgia, was 
formally dedicated on October 6. Dr. George H. 
Semken of New York City was appointed director 
of the Clinic. 


The Clinic is a gift of I. M. Sheffield, a promi- 
nent philanthropist of Atlanta. 


i 








Conference on Convalescent Care 


A two-day Conference on Convalescent Care, 
under the auspices of the Committee on Public 
Health Relations of the New York Academy of 
Medicine in cooperation with the Joseph Macy, 
Jr. Foundation, will be held at the Academy on 
November 9 and 10 of this year. Admission to 
the conference sessions will be by invitation. 






A general evening meeting on Friday, Novem- 
ber 10, 8:30 p. m., at the Academy, 2 East 103rd 
Street, at which the discussions of the conference 
will be summarized, will conclude the conference. 
All those interested in the problem are invited. 


The purpose of this conference is to redefine 
the problem of convalescence in the light of recent 
progress in medical science, and to explore the 
need for further research into the socio-economic 
and medical aspects of convalescent care. 




















Hospital Service Plan News 


Prepared by the Commission on Hospital Service and the Council 
on Hospital Service Plans 


Hospitals and Service Plans as Public Agencies 


nothing more or less than agencies of the mem- 

ber hospitals.” This statement is true only 
when accompanied by another, namely: “non- 
profit hospitals are merely the agencies of the 
general public, who construct, utilize and support 
the current services of these institutions.” 


F is sometimes said: “Hospital service plans are 


Hospital service plans must be more (they can- 
not be less) than agencies of member hospitals. 
They represent three groups; the subscribers who 
receive the services; the physicians who prescribe 
the services; the hospitals which guarantee and 
provide the services. Behind these three sub- 
divisions stands the general public; employers and 
employees, taxpayers and civic officials, philan- 
thropists. and small contributors. The interests 
of the entire population must be considered when 
public policies or administrative procedures are 
determined. 


The leadership of hospitals in. non-profit plans 
will be accepted by the public only so long as the 
hospital administrators and trustees are able to 
identify the interests of their institutions with 
those of the general public. Whether this identity 
of interest is accomplished by legally phrased 
contracts of agency, or by the practical assump- 
tion of responsibility for service, makes little dif- 
ference. The important fact is the interdepend- 
ence of hospitals and service plans in their at- 
tempts to serve the public which supports them 
both. C. R. R. 

‘cisiindnabiaaiiaesias 


In Print 


“Penny-A-Day Hospital”—this is the title of an 
article in the September 9 issue of the Saturday 
Evening Post, telling the story of the Flint- 
Goodridge Hospital of New Orleans, and its ad- 
ministrator, Albert W. Dent. The whole history 
of the hospital is told, including the development 
of its group hospitalization plan for negroes. 

* * * 

The radio round-table broadcast on hospitaliza- 
tion insurance, presented in Toronto by Carl 
Flath, Basil MacLean, R. ©. Buerki and C. Rufus 
Rorem, is available in mimeographed form. 

* * * 

The second issue of The Blue Cross, published 
by Associated Hospital Service of Massachusetts, 
brings word that this Association has paid $1,- 
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225,000 in hospital bills for 25,000 patients since 
inauguration of the plan. 
* * * 
The most recent folder issued by the Hospital 
Plan. of Utica, New York, states that its “services 
are guaranteed by 19 participating hospitals with 


replacement value over $8,000,000.” 
* * * 


Reprints of the article “Hospital Associations” 
by Arthur M. Holtzman from Best’s Insurance 
News for May, 1939, may be had by writing to 
the Commission on Hospital Service. 

* * * 

Early in September the Providence Medical 
Association of Providence, Rhode Island, sent a 
mimeographed letter to its 517 member physi- 
cians, acquainting them with the initiation of the 
Blue Cross plan in Rhode Island and pointing out 
their responsibility for preventing abuses in hos- 
pital admissions. The letter was signed by the 
President of the Medical Association, Dr. Harry 
C. Messinger. 

* * * 

A series of six letters have been sent out by the 
Public Relations Committee of the Buffalo plan 
(Frederick B. Cooley, Harry L. Noyes, Langdon 
Albright, Allan. B. Williams) to all employers ex- 
plaining the origin of non-profit hospital service 
plans, describing local and national aspects of 
socialized health services with regard to the 
worker and his family and commercial insurance, 
and indicating the trend toward government con- 
trol in health as well as other fields. 

* * * 

Law and Contemporary Problems, quarterly 
journal of the Duke University Law School, has 
devoted its fall issue to the problems of the dis- 
tribution of medical care. The symposium will be 
composed of the following articles: 

Economic Factors in Providing Medical Care to Low In- 
come Groups, Dr. I. S. Falk, Social Security Board 

American Experimentation in Meeting Needs of Low 
Income Groups, M. W. Brown, Bureau of Cooperative 
Medicine a 

Legislation in Aid of Hospital Care Plans, C. Rufus 
Rorem, American Hospital Association 

Contract and Administrative Problems under Hospital 
Care Plans, Maurice J. Norby, American Hospital Asso- 
ciation 
Proposed Legislation in Aid of Prepayment Plans under 
Medical Auspices, W. J. Burns, Michigan State Medical 
Society 
Organization and Operation of the California Physicians’ 
Service, Hartley Peart, California Medical Society. 
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Organization and Operation of the F.S.A. Medical Service, 
Dr. R. C. Williams 

Proposals for Legislation Establishing Public Medical 
Services under the Wagner Bill, Fred Hoehler, American 
Public Welfare Association 

Proposals for Legislation Providing for Compulsory Health 
Insurance under the Wagner Bill—Louis Reed, Social Se- 
curity Board : 

This issue has just appeared, and copies may be ordered 
for 75 cents through the Commission on Hospital Service. 
Separate reprints of the articles by Rufus Rorem and 
Maurice Norby are also available free. 


New Participating Hospitals 


The John Randolph Hospital of Hopewell, Vir- 
ginia, has become a member hospital of the Rich- 
mond Hospital Service Association, and enrollment 
will begin immediately in this area. 

The Champlain Valley Hospital and the Physi- 
cians Hospital, both of Plattsburg, New York, 
have joined the Associated Hospital Service of the 
Capital District, with headquarters in Albany, 
New York. 

St. Mary’s Hospital of La Salle, Illinois, has 
been accepted as a participating member of the 
Central Illinois Hospital Service Association. 

Nine Houston hospitals have become participat- 
ing members of Group Hospital Service, Inc., of 
Texas. The hospitals are: Heights, Hermann 
Memorial, Methodist, Park View, St. Joseph’s In- 
firmary, Turner Urological Institute, Wright 
Clinic and Hospital, and Houston Eye, Ear, Nose 
and Threat Hospital. 

Plan for Hospital Care of Chicago announced 
that with the addition to its roster of participating 
hospitals of the University Hospital and St. 
George’s Hospital, of Chicago, their member in- 
stitutions include every general hospital in Chi- 
cago that is fully approved by the American Col- 
lege of Surgeons. 

The Holland Hospital of Holland, Michigan, has 
joined the Michigan Society for Group Hos- 
pitalization. 

The Elm City Hospital, Sisters Hospital and 
Thayer Hospital, all of Waterville, Maine, have 
joined the Associated Hospital Service of Maine. 

The Lewiston Hospital and the F. W. Black 
Community Hospital of Lewiston, Pennsylvania, 
have become member institutions of the Capital 
Hospital Service, Inc., Harrisburg, Pennsylvania. 

Hosptal Service Association of Toledo an- 
nounces the addition of two member hospitals: 
The Memorial Hospital of Sandusky County, and 
the Community Hospital Association, both of Fre- 
mont, Ohio. 

The Gill Memorial Hospital and the Ohio Valley 
Hospital, Steubenville, Ohio, and the Salem City 
Hospital and the Salem Clinic, Salem, Ohio, have 
joined the Associated Hospital Service, Inc., 
Youngstown, Ohio. 
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The Woodward Memorial Hospital of Sandwich, 
Illinois, is now a member hospital of Northern 
Illinois Hospital Service, Inc., Rockford, Ilinois. 


Milestones 


Mrs. Celia Pearson, 20116 Monica Street, De- 
troit, was the one thousandth patient hospitalized 
by the Michigan Society for Group Hos- 
pitalization. 

* * * 

Mrs. Veva S. Burditt of 304 Peyton Street, Han- 
nibal, Missouri, was the ten thousandth hospital- 
ized member of Group Hospital Service of 
Missouri. 

* * * 


Mrs. Mae Ewart of Midland street, Wilkinsburg, 
Pennsylvania, was the ten thousandth patient to 
be hospitalized by the Hospital Service Associa- 
tion of Pittsburgh. Mrs. Ewart was a patient in 
the Elizabeth Steel Magee Hospital, Pittsburgh, in 
September, 1939, 21 months after inauguration 


of the plan in western Pennsylvania. 
* * * 


Mayor Benjamin F. Stapleton of Denver re- 
ceived subscription agreement No. 10,000 in the 
Colorado Hospital Service Association on October 
16, the first anniversary of the Association. 

* * ok 


The Manitoba Hospital Service Association is- 
sued the first copy of its MHSA News on Septem- 
ber 15. On that date, total membership in this 
association reached 18,393 after 914 months’ en- 
rollment, and 759 subscribers had been hospi- 
talized. 

* * * 

The Hospital Service Corporation of Western 
New York announces that Harold Brooks of 
the Hooker Electrochemical Company will serve 
on their Board of Directors for a one-year term 
from March, 1940, to March, 1941. This is their 
first “subscriber” representative elected from 
Niagara County by the group treasurers of that 
district. 

* * ok 

On October 16, 1939, a leaflet describing the 
Hospital Service Plan of Toledo was included with 
other future historical material and placed in a 
copper box in the cornerstone of the new Toledo 
Public Library. 


Personnel 


Walter P. Black is the field representative of 
Associated Hospital Service of Maine in its Water- 
ville office in the Chamber of Commerce quarters, 
13 Appleton Street, Waterville, Maine. 

Hospital Care Corporation of Cincinnati has 
opened a branch office in the U. B. Building of 
Dayton, Ohio, with H. S. Evans as representative. 
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Edward J. Cunningham is now Enrollment Su- 
pervisor of Associated Hospital Service of Massa- 
chusetts in Boston. He left vacant the position of 
staff representative in Springfield, to which Ver- 
non R. Wilder has recently been appointed. 


Holiday Accidents 
(From Massachusetts Blue Cross News) 


“Over Labor Day and the week end 113 Blue 
Cross subscribers were hospitalized as the result 
of accidents. 

“Member Hospitals in Massachusetts treated 94 
of these patients: 33 were discharged after treat- 
ment in out-patient departments; 61 remained as 
bed patients. 

“In non-member hospitals (outside the state) 
19 Blue Cross accident victims were hospitalized; 
11 of this number received out-patient treatment, 
8 were bed patients. 

“These figures show that 17 per cent of the 113 
accident admissions were in non-member hospi- 
tals. Thirty-nine per cent received emergency 
out-patient treatment and the remainder became 
in-patients. 

“Over the past four months 10 per cent of all 
Blue Cross admissions were for accidents, which 
means that one subscriber out of every 100 hos- 
pitalized is an accident victim.” 


Toledo’s Procedure for Expansion 


The Hospital Service Association of Toledo has 
drafted a procedure for admission of additional 
hospitals as participating hospitals, which pro- 
vides: ; 

1 The governing body of the Applying Hospital 
adopts a resolution formally applying for mem- 
bership. 

2 The President or Secretary of the governing 
body of the Applying Hospital transmits a cer- 
tified copy of the resolution to the Service 
Association. : 

3 The Application is referred to a standing com- 
mittee of the Board of Trustees of the Service 
Association, composed of the hospital administra- 
tors on the Board. This committee transmits the 
application to already participating hospitals, rec- 
ommending acceptance or rejection. 


4 If and when it is approved by at least two- 
thirds of the participating hospitals, the applica- 
tion may be effective. Also the applying hospital 
must agree (by separate contract) to accept pay- 
ment for hospital service rendered by it to sub- 
scribers hospitalized during the first six months 
of enrollment, only if the earned income from 
contracts issued to subscribers enrolled in its area 
is sufficient to compensate the hospital after ad- 
ministrative expenses have been deducted. 
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Miscellaneous 


The Manitoba Hospital Service Association is 
considering a change in its contracts because of 
the large number of single men subscribers vol- 
unteering for military service and the many mar- 
ried men whose dependents wish to remain 
“family members” during the enlistment of the 
subscriber. 

* * * 

Hospital Service Corporation of Western New 
York has started enrollment of the whole town of 
Medina (population 6,000), considering this as one 
group. At least 30 per cent of the population 
employed in groups of less than ten, will be re- 
quired to enroll, and only persons living or work- 
ing in the corporate limits of Medina are eligible. 

* * * 

The 10,112 members of New York State 
Granges, located in and around Utica, have re- 
ceived enrollment cards and complete information 
about the Hospital Plan, Inc., and are being given 
an opportunity to enroll at this time. 

* * * 

The University of Illinois has added a medical 
payment to its traditional student hospital insur- 
ance plan and for a fee of $5 a semester, students 
may be protected against the cost of unexpected 
hospital and doctor bills. The hospital plan which 
is still being carried sells for $3 a semester. 

* * * 

Walter R. McBee, associate director of Group 
Hospital Service of St. Louis, addressed the Okla- 
homa State Medical Association on September 21. 
He was also the guest speaker at a special mass 
meeting of the Oklahoma City Chamber of Com- 


merce on September 22. 
* * * 


Activity of the Council on Hospital Service Plans 

At the Toronto Convention of the American 
Hospital Association, Dr. Fred G. Carter, Presi- 
dent, appointed the following persons to the Coun- 
cil on Hospital Service Plans for a term of three 
years: Lewis E. Jarrett, M.D., and John R. Man- 
nix. Other members of the Council are: Abraham 
Oseroff, Pittsburgh; John McNamara, Cleveland 
(terms expiring in 1940) ; Frank Van Dyk, chair- 
man, New York, E. A. van Steenwyk, Philadelphia 
(terms expiring in 1941); C. Rufus Rorem, Chi- 
cago, secretary. d 

A revised photostat of Contract Provisions in 
59 Non-Profit Hospital Service Plans has been 
prepared. 

A report of Hospital Admission Procedures in 
15 Non-Profit Plans has been compiled. 

Memorandum No. 5, issued by the Research Pro- 
gram of the Council on Hospital Service Plans, 
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concerning effect of size of group and percentage 
of participation on utilization, was written by 
Lucile Bennett of the staff of the St. Paul plan, 
member of the Actuarial Committee of the 
Council. 

The September, 1939, list of national firms en- 
rolled on a payroll deduction basis by the wares 
service plans has been released. 

Reports of the Council on Hospital Service 
Plans, the Commission on Hospital Service and the 
Research Program (all dated September, 1939) 
which were presented at the Toronto meetings 
have been sent to the approved plans and will be 
sent to interested persons on request. 


Actuarial Committee 


The Actuarial Committee of the Council has 
sent to all approved plans its Report dated Sep- 
tember 18, 1939, which contains uniform classi- 
fication of accounts and statistical titles, and re- 
porting forms. A supply of this report and of the 
18 experience tables will be on hand in the Re- 
search Program office to fill requests for more 
copies. It is not expected that all plans will be in 
a position immediately to provide all of the infor- 
mation requested on the reporting forms. It is 
hoped, however, that all plans will revise their 
statistical reports to make a complete and com- 
parable report possible. The tables will be filled 
out and sent monthly to the Research Program 
office where they will be tabulated with those from 
other plans and reissued to the cooperaing plans. 


Meetings 


Meetings of the Council on Hospital Service 
Plans were held on September 26 and October 14, 
and minutes of these meetings have been dis- 
tributed to all approved plans. The following 
action was taken: 


Eligibility for attendance at the Mid-Winter 
Conference will include the following: board mem- 
bers, trustees, administrators and employees of 
approved hospital service plans; superintendents 
and trustees of participating hospitals of approved 
hospital service plans, and representatives of 
bonafide plans in initial stages of organization. 


Dates of the Mid-Winter Conference were set 


as January 24, 25 and 26, 1940, in the William 
Penn Hotel, Pittsburgh, Pennsylvania. 


Wisconsin 


_At a meeting of the Hospital Council of Mil- 
waukee, attended by representatives of all ap- 
proved hospitals in the city, on. October 11, a com- 
prehensive statement defining the responsibility 
of health agencies to the public for the provision 
of adequate health service by the Most Rev. Sam- 
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uel A. Stritch was read to the meeting. The fol- 
lowing quotations from this statement may be 
of interest: 

. Hospitals with very few exceptions do 
large work in terms of free and part-pay 
service. Without additional endowments 
which are not in the offing, or subsidies from 
the public treasury, which do not seem to be 
desirable, their beneficent work cannot be 
widened in any large measure at the present 
time . . . By hard sacrifice and long effort, 
our hospitals have been equipped to give care 
which today the patient normally contracts 
for with a properly standardized institution. 
Care which a hospital contracts for with the 
patient and provides by engaging on the basis 
of either salary or commission an expert, 
must be included in any sane definition of 
hospital care. It is not difficult to define this 
care in terms of specific services, although 
it may be necessary to leave the inclusion or 
exclusion from it of future therapies and 
diagnostic aids, to the large national hos- 
pital standardizing agencies. Certainly every 
patient coming to our hospitals today should 
have full hospital care as we now under- 
stand it. 

. As to this new social mechanism, it 
is our conclusion that: 

“1 The Service Corporation under con- 
tract with the participating hospitals should 
be an arm or agency of the hospitals. . . . It 
is a sort of community provision for a com- 
munity advantage... 

“2 In the care offered by the participat- 
ing hospitals through the corporation, there 
should be included what is commonly needed 
from hospitals by patients, and an effort 
should be made to lessen the costs to patients 
of very frequently required hospital services, 
by including them in the contract. 

“3 In instituting this new social mechan- 
ism, it must be remembered that hospitals 
are pioneering . . . It is prudent to limit in 
its operations in the beginning, the number 
of the participating hospitals and the area of 
operation. It would be to the advantage of 
all hospitals, to have the new social mechan- 
ism set up for a period on a trial basis, with 
reasonable opportunity for its success.” 

The recommendation of Archbishop Stritch that 
a hospital service plan in Wisconsin be immediate- 
ly set up in Milwaukee and confined at first to that 
area was received with favor by delegates at the 
meeting. The corporation papers were filed 
Thursday, October 19, and certified by the Secre- 
tary of State on October 21. An organization 
meeting was held on Monday, October 23. 





Hospital Services of Great Britain 
ARTHUR S. BAILLIEU 


Editor’s Note—This is the second of a series of articles on American and European Hospitals. 


The Birmingham Hospitals Centre 


entirely new in Great Britain. A hospitals 

centre is an economic cooperation of effort 
and coordination of hospital and medical services. 
Physically it is a hospital or group of hospitals 
linked with the medical faculty of a university— 
a logical partnership governed by a comprehensive 
policy and covering the whole field of modern hos- 
pital and medical practice, where knowledge can 
be imparted to all concerned with the minimum 
expenditure of time and the least inconvenience, 
and where patients, the first and last care when 
all is said and done, may receive the undoubted 
additional advantages resulting from such an 
enormous concentration of effort and facilities on 
their behalf. 


In its broadest sense a hospitals centre may be 
said to have four functions: 


Tex idea of a hospitals centre is something 


1 Treatment of the sick and injured (medical) 
2 Training of doctors and nurses (teaching) 


3 Investigation into the causes of disease (re- 
search) 


4 Constructive health building (social) 


The Need for a Hospitals Centre at Birmingham 


When Birmingham resumed its normal activities 
after the World War it was not satisfied with con- 
ditions concerning its hospital and medical serv- 
ices. The two leading general voluntary hospitals 
—both teaching hospitals—had an increasing de- 
ficiency of beds relative to the demands made 
upon them and the growth of the population. The 
need became a question of urgency and steps had 
to be taken to meet the need. How was it to be 
met? By the old-fashioned haphazard method, 
viz.; piecemeal and uneconomical extensions in 
crowded and noisy parts of the city? Such exten- 
sions would, of necessity, be on a limited scale, 
and would not provide the ideal solution of the 
problem in a city in which space was available 
for a more suitable and comprehensive type of 
development. Moreover, they would tend to per- 
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petuate certain features of an outworn system of 
hospital service. Expansion on such lines was 
neither easy nor economical, and, even if complet- 
ed, would give a final result falling far short of a 
real solution of the problem. 


Medical Education and Research 


Modern hospital and medical practice demands 
that there shall be organic and integral connection 
between the scientist and the clinician. This is 
essential in order to secure the most effective 
treatment of the patient, and it is no less neces- 
sary for the training of medical students and 
nurses, and for the advancement of medical knowl- 
edge. This close cooperation between science and 
treatment, between laboratory and ward, has been 
one of the most conspicuous features of recent 
hospital and medical development, but hitherto it 
was not possible in Birmingham because the teach- 
ing hospitals and the Medical School of the Uni- 
versity of Birmingham were not in physical con- 
nection. 

Beds for Paying Patients 


Birmingham was also in urgent need of hospital 
accommodation for citizens who did not come 
within the category of the ordinary patients of a 
voluntary hospital. The demand for beds by this 
type of patients increased considerably in recent 
years and had to be met, so that first-class hospital 
accommodation would be available in Birmingham 
for all classes of citizens. 


The Solution 


The problems involved demanded most earnest 
consideration. They had to be solved by a scheme 
which would, in addition to providing the accom- 
modation so urgently required, overcome isolated 
and scattered effort, conserve resources, eliminate 
duplication, and secure complete coordination; in 
short, an intelligent unification of hospital prac- 
tice and scientific medicine, not for any one section, 
but for the whole community. The whole subject, 
therefore, was considered from an entirely new 
and wider angle—what was best in the interests 
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Perspective View of the Birmingham Hospital Centre, (1) Nurses’ Home, Night Wing; (2) Nurses’ Home; (3) Maids’ 

Home; (4) Casualty Department; (4a) Casualty Ward; (5) Out-Patient Department; (6) Dispensary; (7) Surgical Wing; 

(8) Clock Tower—Water Tanks; (9) Administration, Kitchen, etc.; (10) Chapel; (11) Medical Wing; (12) Pay Patients’ 
Block; (13) Medical Faculty Buildings of the University of Birmingham 


of the city as a whole. The Executive Board, 
therefore, sought a real solution by the adoption 
of a broad and long-sighted policy; by gathering 
together the fruits of hospital practice and scien- 
tific medicine as it has been developed during the 
past 50 years, (an era of unprecedented progress 
in medicine and surgery) and assembling them in 


one place, where they could be focussed on disease. 
The hospitals centre was the result. 


Birmingham’s Hospitals Centre 


A hospitals centre necessarily entails the closest 
coordination of all hospitals—general and special. 
For the time being, the most urgent need was for 
general medical and surgical beds, the provision 
of these beds and the necessary auxiliary services 
forms, with the medical school buildings, the Bir- 
mingham Hospitals Centre. 


Main Features 
The main features of the scheme comprise: 


A General Hospital of 740 beds 

A block of 100 beds for paying patients 
Nurses’ Home 

Maids’ Home 


Medical School buildings of the University 
of Birmingham 


Accommodation 


The 740 beds are made up of 240 medical, 300 
surgical, 60 children, 60 gynecological and obstet- 
rical, 60 special (ear, nose and throat, ophthalmic, 
skin, etc.), and 20 for casualties. The beds are 
organized in units of sixty, each complete with all 
necessary services. Of each sixty beds, thirty are 
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for women and thirty for men, each thirty being 
made up of one large ward of sixteen beds, two 
wards of four beds, and three wards of two beds. 
Provision is being made so that at least one-fifth 
of the patients will receive the additional benefits 
of open-air treatment. The hospital will contain 
a special block of six general operating theatres, 
sufficient to obviate the necessity of long and 
anxious periods of waiting, and the following spe- 
cial departments: Massage and Remedial Exer- 
cises, X-Ray, Radium, Electro-therapy, Hydro- 
therapy. The Centre will provide all known meth- 
ods of treatment for every type of case. 


The nurses’ home is a self-contained block, 
which, with its night wing, will provide accommo- 
dation for 460 nurses, lecture theatre, class and 
demonstration rooms. Each nurse will have a 
separate bedroom. The maids’ home has accom- 
modation for 100 maids, each with her own bed- 
room. 


Paying Patients 


The block for paying patients will contain 100 
beds (50 in single rooms), and this block will be 
so related to the main hospital building that all 
essential services may be obtained with the least 
inconvenience to patients, and af the most econom- 
ical rate. 


Medical School 


The Medical School buildings of the University 
of Birmingham will occupy the south part of the 
site, and will contain all the departments and fa- 
cilities essential to the conduct of a medical school 
on the most modern lines. The maintenance of 
these buildings will be a responsibility of the Uni- 
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versity, and no part of its expenditure will fall on 
the hospital authorities. 


Patients—Not Cases 


In such a large hospital it might be feared that 
patients, as human beings, will be lost, and that 
they will become “Case 10, Ward B, Wing 3,” etc. 
The danger of such a loss of personal contact has 
been foreseen and guarded against by the adoption 
of the unit system. Each unit is really a small, 
but very complete hospital in itself, and in their 
little thirty-bed hospital, patients will remain as 
individuals and will be treated as such. 


The First Instalment 


The First Instalment of the Scheme comprises 
a General Hospital of 500 beds, complete with all 
auxiliary and ancillary services, Nurses’ Home, 
and the Medical School buildings. Work on the 
site was commenced in September, 1933, and on 
October 23, 1934, H. M. King Edward VIII, (then 
Prince of Wales), laid the Foundation Stone of 
the Hospital and cut the first sod on the site re- 
served for the Medical School buildings. 


Voluntary Effort 


The most notable discoveries of science in all 
that concerns the health of mankind have been 
brought about almost entirely by improved meth- 


ods of medical education, and by research in uni- 
versities and the voluntary hospitals linked up 
with the clinical facilities in the wards. Volun- 
tary effort has been the generating force behind 
these discoveries. It is in recognition of this ever 
increasing field of opportunity that benefactors 
in all walks of life have made, and will continue 
to maintain, the voluntary hospital system, a 
characteristically British institution, one of the 
finest proofs of the public spirit of our people. 


Service 


Utility and service, rather than external ap- 
pearance, was the dominating thought in the mind 
of the executive board of the Centre throughout 
the preparation of the plans. The buildings, 
therefore, are devoid of mere ornamentation, re- 
liance being placed on mass and line to secure sim- 
plicity, refinement, and the quiet grace which ex- 
presses the humanitarian character of a hospital 
and the dignity of a medical school. 


Cost* 


The estimated cost of the Hospitals Centre is 
£1,051,432 stg. and of the Medical School, £193,- 
444—~a total estimated expenditure of £1,244,876 
sterling. 


*Letter dated December 10, 1936, from Captain J. E. Stone, 
M.C., Secretary to the Birmingham Hospitals Centre 


British Postgraduate Medical School 


Hammersmith Hospital — London 


The British Postgraduate Medical School, Uni- 
versity ef London, which is attached to the Ham- 
mersmith Hospital, is the first organized University 
School in Great Britain to be devoted to the fur- 
ther education of graduates in Medicine. 


The foundation stone of the school was laid by 
the Rt. Hon. Neville Chamberlain on July 17, 1933, 
and on May 13, 1935, His late Majesty King 
George V opened the British Postgraduate Med- 
ical School. 


Objects of the School 


The School has been established to provide in- 
struction for qualified medical practitioners only. 
No undergraduates are admitted, and with a few 
exceptions no courses are organized with a view 
to preparing candidates for higher degrees or 
diplomas. Excellent courses for these degrees and 
diplomas are already available at the undergrad- 
uate schools. 

Note: The establishment of a Postgraduate Medical School in 
England is in itself an experiment as it is, also, a new experi- 
ment in medical education. For the first time, a hospital con- 
trolled and managed by a local authority is being utilized as a 
teaching school. As has been said elsewhere in the accompany- 
ing memoranda, those municipal hospitals were in 1929 trans- 


ferred from the control of the Poor Law Guardians to the 
County Councils, and are being rapidly improved. 
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The work of the school is arranged to provide 
for: 


1 Medical practitioners who are prepared to spend any 
period from one month to a year in improving their 
knowledge 
Officers of the medical services of the Crown spe- 
cializing in any branch of medicine 
Intensive refresher courses for general practitioners 
designed to bring before them recent advances in 
subjects of special interest 
Similar courses spread over a longer period for gen- 
eral practitioners with a small amount of spare time 
available 

5 Lectures and demonstrations by recognized 
authorities 

6 Research work by the staff and facilities for re- 
search by students under proper supervision 


3 Clinical Facilities 


The School is associated with the Hammersmith 
Hospital (London County Council). This hospital 
is one of the hospitals maintained by the London 
County Council. It has been extended and fitted 
with the most modern equipment. With the two 
new blocks in use it will provide 534 beds. The 
hospital is under the control of the medical super- 
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intendent, Sir Thomas Carey Evans, M.C., M.D., 
F.R.C.S. 


Admission 
The School is reserved for medical practitioners. 


Students must possess a qualification registra- 
ble in the United Kingdom or a University degree 
if not eligible for registration in the United King- 
dom. 


Provision is made for graduates who desire to 
pursue special courses in neurology, ophthalmol- 
ogy, diseases of children, etc., by special hospitals. 
In these cases the Dean will assist in making the 
necessary arrangements for graduates to spend all 
or part of their time at these hospitals as required. 


Degrees and Diplomas 


No arrangements are made for students who are 
preparing for undergraduate examinations, such 
as the Conjoint Board or M.B., B.S. examinations. 
For the higher degrees and diplomas, the teaching 
is of a suitable standard, but no special courses 
are provided. 


Fees 


An inclusive fee is charged for attendance at 
the School, at the following rates: 


“One month 
Two months 


0 
6 
Three months 0 
Six months 0 


These fees entitle students to attend any of the 
ordinary clinics and any special course of lectures. 
They do not include attendance at staff confer- 
ences, or refresher courses organized for general 
practitioners. Attendance at the former is by 
invitation from the head of a department. At- 
tendance at refresher courses by ordinary students 
is dependent on the accommodation available, and 
does not include clinical demonstrations or any 
part of the course held at other hospitals. 


Refresher Courses 

Clinical Radiology 

But students taking the 
course of the British Insti- 
tute of Radiology for the 
D.M.R.E. (Camb.) 

Anesthetics 


8 8 0 for three months 
3 3 0 a month (two ses- 
sions weekly). 


Information Bureau 


Postgraduate students who require information 
or advice as to courses of study and postgraduate 
facilities in England apply to the Dean, British 
Postgraduate Medical School, Ducane Road, Lon- 
don, W. 12. 


Information is also available regarding post- 
graduate facilities in America and on the Conti- 
nent. 
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Appointments 


The following appointments are open to stu- 
dents of the School, under certain conditions: 


1 Voluntary Assistants—Selected students may be ap- 
pointed voluntary assistants in any department on 
the recommendation of the professor. 


House officers ave appointed for six months. They 
offer excellent opportunities to acquire experience 
and are suitable for candidates taking the higher 
qualifications. The present staff includes six house 
physicians, four house surgeons, two house sur- 
geons (obstetric) and one house surgeon (Gyneco- 
logical). 


Staff 


The teaching of the School is organized in the 
following five departments: 


Medicine 

Surgery 

Obstetrics and Gynecology 
Pathology 

Radiology 


The staff of each department is divided into: 


«A Staff 
“B” Staff 
Consultants 


“A” staff are all whole time and permanently 
appointed to the School. 


“B” staff are selected teachers who are associ- 
ated with other hospitals and medical schools in 
the United Kingdom. Members of “B” staff are 
invited to take charge of the whole or part of a 
unit for short periods up to three months, to con- 
duct ward clinics, and to deliver courses of lec- 
tures on special subjects. 


Consultants are specialists, whose services are 
at the disposal of “A” staff when required. They 
attend, except in cases of emergency, at regular 
intervals, but do not take part in routine instruc- 
tion. 


Methods of Study and Courses 


The organization of the work is on a university 
basis. It is designed with a view to the advance- 
ment of knowledge, and the encouragement of the 
graduate to exercise his critical faculties and 
search after truth. The primary object is to edu- 
cate the student in a scientific approach to the 
problems of clinical medicine, and to encourage 
him to find out facts for himself. It is considered 
that the education of most value to a graduate 
student is the education he obtains by his own 
efforts. 


There is little of the formal instruction, the 
systematic lectures and the discipline associated 
with undergraduate days. That is not to say that 
where a graduate is found deficient in essentials, 
no effort will be made to remove these defects. If 
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his earlier medical education has been insufficient 
or has become dim from long disuse every effort 
will be made to equip him with the essential 
knowledge. It is obvious that any instruction of 
this kind to be effective must be given to an indi- 
vidual and not to a class, and that scheduled 
courses can find only a minor place in the work 
of the School. 


With these objects in view graduates are given 
free access to the wards. They are allotted a 
group of beds and expected to investigate as com- 
pletely as their abilities permit all cases admitted 
to those beds. By criticism and free discussion 
the staff assist them in their education. 


Where students are found qualified and anxious 
to carry out research they will receive every en- 
couragement, advice and facilities for the work. 


Certain selected students will be given more re- 
sponsible duties as clinical assistants, and the resi- 
dent appointments in the School will be filled by 
postgraduate students of approved ability. 


The instruction provided is suitable for candi- 
dates for higher qualifications, but there are no 
organized courses designed to coach candidates. 
Suitable arrangements can be made for graduates 
studying for the Ph.D. (London) and the Diploma 
in Clinical Pathology (London). 


Refresher Courses 


These courses are organized for general prac- 
titioners. They last two weeks and are limited 
to twenty-five students per course. They are ap- 
proved by the Ministry of Health for Insurance 
Practitioners, who are granted study allowances. 


Research Facilities 


Graduate students, if suitably qualified, are en- 
couraged to undertake research as part of their 
work. Research workers on special problems will 
be given facilities and laboratory accommodation. 
Applications for such facilities will be submitted 
to the Board of Studies for approval, and subject 
to laboratory accommodation and staff being avail- 
able. 


Library 


A reference library is open to the use of stu- 
dents. Almost all the standard works are avail- 
able, and a collection is being made of older works 
which are of classical interest. Selected mono- 
graphs are added as they appear and reprints of 
current articles in the journals are collected, 
classified, and filed for easy reference. 


A complete set of the “Lancet” was the first 
gift received for the library. The first volume 
dates from 1823, and the set was presented by 
the proprietors of the “Lancet.” A complete set 
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of the “British Medical Journal’ dating from 1833 
was presented by the British Medical Association. 
Together they record the development of British 
Medicine during the last 150 years. Current peri- 
odicals concerned with medicine, surgery, obstet- 
rics and gynecology, and pathology, as well as 
those of major importance in the ancillary 
sciences, are available. 


Department of Medicine 


There are 174 beds allotted to the Department 
of Medicine. They are situated in B Block, 
Wards 1-6; the professor, reader and assistants 
each having charge of a number of beds. The 
director supervises the work of the whole depart- 
ment. 


The Department of Medicine has associated 
with it ward laboratories for the simpler path- 
ological investigations, and clinical laboratories 
equipped for observations on such conditions as 
cardio vascular and respiratory disorders, etc. 


It is desirable that students should join for at 
least three months, though students are accepted 
for shorter periods. Every student is attached 
to a group of beds and placed under the care of a 
first assistant. He is required to examine and 
maintain the records of such cases as are allotted 
to him. Instruction mainly takes the form of dis- 
cussion and criticism of the work done on his own 
cases and attendance at similar discussions. 
Theatre clinics and discussions on special subjects 
are held weekly, and a limited number of students 
can take part in the out-patient sessions to which 
patients are referred for consultative opinion and 
advice. 


The Pathological Department assists in making 
the necessary pathological examinations, but stu- 
dents make the simpler pathological investigations 
in the ward laboratories. The more technical in- 
vestigations are carried out by the staff of the 
Pathological Department and demonstrated at 
regular intervals. The value of such procedures 
and any advances are simultaneously discussed. 


Students undertaking research receive advice 
and guidance from the staff of the School. 


Department of Surgery 


There are 191 beds allotted to the Surgical De- 
partment. The department is situated in C and 
D Blocks. Two new operating suites have been 
built, incorporating the latest ideas in theatre 
construction and equipment. The beds are in 
charge of the professor, who controls the distri- 
bution of cases to his staff. 


The regular operation days are Tuesday, Thurs- 
day, and Friday. Neurological cases are as a rule 
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operated upon on Saturdays. Operations com- 
mence at 10:15 a. m. Consultations in the out- 
patient department are held on Wednesday morn- 
ings. After-care and follow-up clinics on Friday 
afternoons. 


A special fracture clinic has been established 
and a genito-urinary clinic is being developed. 
Special facilities are planned for the study of 
neurological surgery, plastic surgery, thyroid sur- 
gery and thoracic surgery. A special L.C.C. cen- 
tre has been established for surgical diseases of 
the oesophagus, and is in charge of the professor. 


The work is almost entirely clinical, and teach- 
ing is conducted in the out-patient department, at 
the bedside of the patient, and during the course 
of operations. Every effort is made to preserve 
continuity so that patients first seen in the out- 
patient department are soon afterwards found in 
the wards, where students can follow the neces- 
sary investigations preceding operation. The 
case is then reviewed and the operation demon- 
strated, and later any pathological material is in- 
vestigated and discussed. Eventually the patients 
are seen in the follow-up clinics. As opportunity 
offers, demonstrations usually with lantern pro- 
jection are given in an adjoining room between 
operations. Notices of emergency and other oper- 
ations undertaken at irregular times are always 
posted and students are invited to be present. 
While students get every opportunity to watch 
operations they do not actually assist or perform 
operations, unless selected as resident house sur- 
geons. Resident appointments are open to stu- 
dents of the school. 


Pathological and radiological conferences in the 
lecture theatres take place weekly, and once a 
week a lecture is given on a specially selected sub- 
ject. So far as accommodation permits, students 
in surgery are free to attend any special surgical 
lectures or demonstrations conducted in the hos- 
pital. They are also invited to attend the path- 
ological demonstrations conducted daily in the 
post-mortem room at 1:30 p. m. 


Students may be attached to the wards in order 
to be more closely associated with groups of cases, 
or they may be enrolled as “research students” in 
order to study special cases or problems. There 
is a surgical pathological collection in connection 
with the department and opportunities for dem- 
onstrating special operations on the cadaver. In- 
struction in the administration of anesthetics can 
be arranged. 


Department of Obstetrics and Gynecology 


There are at present seventy-four beds in the 
obstetric unit and forty-two beds in the gyne- 
cological unit. Of the seventy-four beds in the 
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obstetric unit ten are reserved for the isolation 
of suspect cases. 


The teaching in the obstetric unit consists of: 


1 Instruction in antenatal care carried out at the clinic 
which is held three times a week, and in the ward, 
where there are beds for’ eight to ten antenatal 
cases 
Attendance on the deliveries of the women admitted 
from the clinic, where they are booked usually about 
the sixth or seventh month. These “clean” cases 
are delivered in special labor suites, and they com- 
plete their puerperium in special lying-in wards 
Attendance on “emergency” and “unbooked” cases 
admitted without having passed through the hos- 
pital clinic. These cases are delivered and pass their 
puerperium in a special block of the hospital segre- 
gated for this purpose 
Attendance and instruction on the puerperium. The 
students are expected to take an active part in the 
work of all sections of the unit. Special importance 
is placed on the value and function of such ancillar 
methods of diagnosis and prognosis as radiology, 
bacteriology, biochemistry 


The teaching in Gynecology is again essentially 
clinical, and every endeavor is made to bring the 
student into intimate touch with the patient so 
that the principles of diagnosis and treatment and 
of pathology are expounded in their relation to 
the individual cases. At clinico-pathological con- 
ferences the opportunity is presented for the study 
of these problems in their more systematic 
aspects. 


Department of Pathology 


The Department of Pathology is primarily con- 
cerned with the further instruction of graduates 
devoting their whole time to the science of path- 
ology. Its main function is to provide opportu- 
nities for the continued study of general pathology 
or one of its subdivisions, and for research work- 
ers. It is intended for graduates who desire to 
take up pathology as an academic career or are 
following the practice of clinical pathology as a 
profession. 


Opportunity for more elementary instruction is 
to be obtained in the ward laboratories, and in the 
pathological demonstrations given to the students 
in the other departments. The department is di- 
vided into four sections: 


Morbid Histology 
Biochemistry 
Bacteriology 
Clinical Pathology 


The Morbid Histology Section is provided with 
a large post-mortem room providing for four post- 
mortems to be conducted simultaneously. At- 
tached to the post-mortem room is a preparation 
room, for the preliminary preparation of speci- 
mens, and a histological laboratory for students to 
work in. 
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The Museum is being developed. It is some- 
what restricted in size, and only such specimens 
will be kept as are necessary for instruction. 
Every specimen is carefully cataloged. The de- 
scription in the catalog includes the clinical his- 
tory of the case, a description of the specimen, 
and the histology. A set of stained sections from 
each case is readily available for study, and the 
complete clinical notes of the case can be obtained 
on application. Cross references to other speci- 
mens from the same case are given. A large num- 
ber of post-mortems are performed annually, and 
ample material is available for the study of mor- 
bid histology. 


The section devoted to bacteriology is situated 
on the top floor of the school. It includes not only 
the usual laboratories, but also a special room 
which can be kept dust free and as far as practi- 
cable sterile. This floor also contains the animal 
rooms. Biochemistry is provided for in a large 
laboratory on the ground floor and the reader’s 
laboratory on the first floor. 


The Clinical Pathology Section is provided with 
a series of laboratories on the first floor, and car- 
ries out all the routine work of the hospital. In 
connection with other departments joint clinico- 
pathological demonstrations are held weekly. 
There is also a weekly demonstration of patholog- 
ical procedures used for the investigation of clin- 
ical cases. A weekly lecture by the professor of 
pathology is given on selected necropsies per- 
formed during the week, or special demonstra- 
tions, bringing to the notice of students recent 
advances in the subject. These conferences, 
demonstrations and lectures are open to all stu- 
dents. Twice a year a course is held on “Labora- 
tory Procedures as applied to Clinical Medicine.” 


Department of Radiology 


The Radiological Department occupies the first 
floor of J Block, and is immediately over the out- 
patient department. A suite of rooms is devoted 
to radiography, each room being equipped for spe- 
cial types of work, there being urological, dental, 
chest, gastro-intestinal and general radiographic 
rooms. With the exception of the dental room the 
power units are 4-valve 10 K.V.A. transformers. 
For the treatment of disease by x-rays there are 
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three rooms; two are equipped with tubes ener- 
gized by a constant potential power unit designed 
to give an output of 6 MA. at 200 K.V. The third 
room is equipped with a “cannon” energized by a 
constant potential power unit designed to give an 
output of 5 MA. at 400 K.V. In a fourth room 
there will be installed a therapy unit to work at 
kilo-voltages of from 60 to 120. 


Patients referred for x-ray examinations are 
given an appointment. It was found advantageous 
for teaching purposes to have special sessions for 
special cases. Thus the cardiac cases are seen on 
Tuesday afternoons, the patients from the tuber- 
culosis dispensary on Thursday afternoons, gas- 
tro-intestinal cases on four mornings a week. 
Each morning at 9:15 the films taken the previous 
day are reported upon. Patients referred for 
x-ray treatment are seen in the mornings and the 
prescribed treatment given. All cases treated are 
followed up to observe the results of treatment. 


Postgraduates attending the department are 
given the opportunity of discussing the films put 
up for reporting; they see the whole of the rou- 
tine work of the department, and are given facil- 
ities for carrying out fluoroscopic examinations, 
and for actual practice in radiography. One after- 
noon a week there is a demonstration in the de- 
partment for the whole of the staff of the hospital, 
when interesting or difficult films are shown and 
discussed. On other afternoons demonstrations 
on interpretation are given in the demonstration 
room, which is equipped with twenty-four view- 
ing-boxes and a projection lantern. 


In the event of a sufficient number of postgrad- 
uates being able to attend for a minimum period 
of three months a complete course of instruction 
will be given; this will be whole-time, and will in- 
clude interpretation, technique, elementary phys- 
ics, and the principles of radio-therapy. Postgrad- 
uates who have the time available are strongly 
advised to attend a course of instruction qualify- 
ing for the Diploma in Radiology and Medical 
Electrology of the University of Cambridge; this 
occupies nine months, commences in October, and 
may be taken in London or Cambridge. 


A Radium Department is provided with 250 
mgms. of radium available for this hospital. 





The Work of a Hospital Almoner 


In a statement on “Hospital Matters in Great 
Britain,” issued jointly by Sir George Fairbairn 
and myself in 1925, and in a subsequent memoran- 


Contributed by the Institute of Hospital Almoners and pub- 
lished in the Hospitals Year Book (1936) 
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dum which I presented in 1929, details were given 
concerning the Almoner system in Great Britain. 
Since 1929 a great stimulus has been given to the 
work of hospital almoners and it is now generally 
recognized that those officers play an important 
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part in the social services of Great Britain. The 
Institute of Hospital Almoners requires a high 
standard of its students. It is now practically im- 
possible to secure appointment as an almoner to 
any British hospital of standing unless the candi- 
date is in possession of the Institute’s certificate. 


Duties 


The work of a hospital almoner is determined 
by the board or medical committee responsible for 
her appointment, and may include: 


The Administrative Side 


1 To prevent the attendance of patients who may be 
properly referred for treatment to a private or panel 
doctor or to the public assistance authority 


2 To collect additional hospital benefits from approved 
societies 

3 To insure the smooth working of a contributory 
scheme, where such is in operation 

4 To assess patients’ payments towards the cost of 
their treatment and maintenance 


5 To collect the fees from patients in paying wards 
Cooperation with the Medical Staff 


1 To arrange convalescence, special care being taken 
to meet the needs of individual patients 


To arrange for the supply of surgical instruments 
and appliances recommended by the medical staff. 
To secure that, as far as possible, payment for these 
should not be made out of hosptal funds 

To see that surgical instruments are kept in repair 
and appliances are properly worn 

To arrange for attendance of the district nurse at 
patients’ homes 

To arrange for admission to suitable homes of 
chronic and incurable patients 

To assist patients to obtain diet or extra nourish- 
ment 

To report to the medical staff, when desired, on 
patients’ home circumstances and history. 

To deal with patients’ difficulties at home in order to 
contribute toward their ease of mind and conse- 
quent recovery 

To facilitate in any way the carrying out of pre- 
scribed treatment 


10 To understake investigation for research, if desired 
Cooperation with Outside Bodies 


1 To cooperate with public health authorities in cases 
of tuberculosis and in maternity cases 

2 To cooperate with school authorities in cases of chil- 
dren of school age 

3 To enlist the help of public assistance authorities 
and charitable societies when help is required for 
individual patients 


The Selection and Training of Students 


This summary of the duties of a hospital al- 
moner indicates the wide scope of the work. It 
is clear that women of character and personality 
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are required, and that they will need special train- 
ing for this branch of social service. 


The Institute of Hospital Almoners has always 
required a high standard of its students. It is 
desirable that candidates should have had a sound 
education up to the age of eighteen with a back- 
ground of general culture. In practice it is found 
that the work appeals very greatly to women who 
have had a University education, and also to some 
who have held other posts and are seeking wider 
scope for their energies and sympathies. 


The Training 


Every candidate for training is interviewed by 
a selection committee, and before the interview 
spends two days in an almoner’s office in order to 
see something of the work. 


Candidates should be between the ages of nine- 
teen and thirty-five, and should have had a good 
education. No certificate is granted below the age 
of twenty-two. 


The training provided by the Institute normally 
covers a period of three years, as follows: 


First and Second Years—Students are required 
to qualify for a social study diploma or certificate 
at a recognized University School of Social Study. 
The theoretical work includes the following social 


science subjects; social philosophy and psychol- 
ogy, social economics, social and industrial history, 
public administration. In addition some elemen- 
tary knowledge of physiology is required of al- 


moner students. Practical. work is undertaken | 
during the course under the direction of the tutor. 
Almoner students are required to do four months’ 
general family casework, of which two consecutive 
months must be spent in full-time work under the 
London Charity Organization Society. 


Third Year—Eleven months’ practical work at 
a hospital under the guidance of a certificated 
almoner, a minimum of two months must be spent 
in a hospital outside the London area. 


The course of training may in certain cases be 
shortened for candidates who are able to satisfy 
the executive council that they already hold quali- 
fications covering part of the course. 


1 Candidates who already hold a Social Studies Cer- 

tificate or Diploma may be accepted for a period of 
eleven months’ hospital training, provided they have 
completed practical work accepted by the Institute 
as the equivalent of four months’ Charity Organiza- 
tion Society training. 
Graduates with qualifications, satisfactory to the 
executive council in social science subjects, may be 
accepted for a course of fifteen months’ practical 
training which will include four months with the 
Charity Organization Society, or a recognized equiv- 
alent, and eleven months in an almoner’s office. 
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3 Graduates who do not come into category two may 
be accepted for two years’ training, comprising one 
session (three terms) at a University School of So- 
cial Study and fifteen months’ practical work as 
above. 


Throughout the course the work requires the 
student’s full time. In all cases the eleven months 
at a hospital must be spent at approved hospital 
training centres, with a minimum of three months’ 
hospital and two months’ Charity Organization 
Society work in London. 


Students accepted for training after the begin- 
ning of the university session may, in certain cases, 
be allowed to do four months’ Charity Organiza- 
tion Society and two months’ hospital work before 
their first academic session, and two months’ hos- 
pital work during the long vacation. 


Training in Centres Outside London 


Selection and Advisory Committees have been 
appointed in connection with the Universities at 
Birmingham, Edinburgh, Glasgow, Leeds, Liver- 
pool and Newcastle. The whole of the academic 
work and part of the practical training can be un- 
dertaken in these centres, but all students are re- 
quired to take part of their practical training in 
London. London students are required to take at 
least two months of their hospital training in a 
hospital outside London. Claims for exemption 
from part of the training under clauses (2) and 
(3) will be determined by consultation between 
the local committee concerned and the executive 
council. 





Certificates 


Certificates are granted to students who have 
passed the University examinations and who have 
obtained satisfactory reports on their practical 
work. The executive council reserves to itself the 
right to extend or to terminate a student’s train- 
ing at any time should the reports on her work be 
unsatisfactory. 


Fees 


Theoretical Work—Fees for the diploma or cer- 
tificate course are paid direct to the University 
concerned, and vary from about thirty to sixty 
guineas for the two years’ course. 


Practical Work—In the case of students accept- 
ed by the London committee, the fee payable to 
the Institute is fifteen guineas, together with five 
guineas for four months’ Charity Organization 
Society training. For students accepted by local 
selection and advisory committees the fee is ap- 
proximately the same, with slight variations. 


University Schools of Social Study 


London School of Economics 
Bedford College, London 
King’s College of Household and Social Science, London 
Oxford School of Social Study 
Leeds University 

Liverpool University 
Birmingham University 
Bristol University 

Manchester University 
Nottingham University College 
Edinburgh University 

Glasgow University 





~—_— 


The New Superintendent of the University of Chicago Clinics 


The appointment of Dr. George Otis Whitecot- 
ton, superintendent of the Stanford University 
Hospital, San Francisco, as superintendent of 
the University of Chicago Clinics was announced 
Monday, Oct. 16, by President Robert M. Hutch- 
ins. Dr. Whitecotton, who received his M.D. 
degree from Stanford University in 1933, has 
had long experience in the hospital adminis- 
tration field. He is a member of the board of 
trustees and vice-president of the Association of 
California Hospitals, a member of Sigma Chi and 
Nu Sigma Nu fraternities, the San Francisco 
County and California State Medical societies and 
the American Medical Association. Dr. Whitecot- 
ton will assist Dr. Arthur C. Bachmeyer, director 
of University Clinics and associate dean of the 
Division of the Biological Sciences, who has been 
acting superintendent in addition to his other 
duties. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Whether Institution Is Liable for Negligent 
Administration of X-Ray Treatment 


Berkowitz et al. v. City of New York et al., 13 

N.Y.S. 2d 864. 

This suit was begun by an infant patient, 
through her guardian ad litem, to recover damages 
for injuries alleged to have resulted from the neg- 
ligent administration of x-ray treatment in the 
Brooklyn Cancer Institute. There was a judgment 
entered dismissing the complaint as to the city, 
from which the plaintiffs appealed. A verdict was 
returned against an individual defendant, with 
judgment on the verdict. That defendant appealed 
from the judgment entered against her. The Su- 
preme Court, Appellate Division, affirmed the 
judgment dismissing the complaint as to the city, 
and reversed the judgment against the individual 
defendant, ordering a new trial. 


The opinion rendered was in the form of a 
memorandum, and is not a complete exposition of 
the decision made by the court. However, it is 
gathered that the judgment dismissed the com- 
plaint as to the city was affirmed on the ground 
that the Brooklyn Cancer Institute was a charit- 
able corporation, and as such, could not be held 
liable for the negligence of an employee, since 
under earlier New York decisions, the rule of re- 
spondeat superior had been held inapplicable to 
charitable institutions. 


The judgment and verdict against the individual 
defendant were not permitted to stand because of 
the fact that the verdict of the jury was contrary 
to the weight of the evidence. In other words, in 
the opinion. of the court, plaintiffs had not proved 
a case against the individual defendant. 


‘ ae 
Private Hospital is Responsible to Patient for the 
Negligent Acts of Interns and Nurses 


Stuart Circle Hospital Corporation v. Curry, 3 

S.E. 2d 153 (Virginia). 

It appeared that the patient had been injured 
by reason of the injection of a dye solution, and 
that the injection had been performed by an in- 
tern in the employ of defendant. Plaintiff had 
also been injured when one of defendant’s nurses 
applied a hot water bottle to the patient’s body. 
It was also in evidence that defendant was a hos- 
pital conducted for profit, and that plaintiff was 
a pay patient. 


114 


The intern had been directed to inject a dye 
solution, intravenously, consisting of about 50 to 
60 per centum of free iodine. From the evidence 
it is to be inferred that he had not found the vein 
before beginning to inject the fluid, and that he 
injected 16 c.c. of the solution directly into the 
tissues before withdrawing the needle. The evi- 
dence further showed that the patient suffered 
considerable pain, and that the use of a hot water 
bottle was directed as part of the treatment for 
the injection of iodine into the tissues. This re- 
sulted in first and second degree burns. The evi- 
dence was to the effect, also, that the patient had 
suffered paralysis of the musculo-spiral and radial 
nerves of the right forearm. 


Defendant urged, on the appeal, that under Vir- 
ginia law a hospital is not allowed to practice 
medicine; that in operating a hospital a corpora- 
tion cannot be held responsible for the negligence 
of an intern; that a hospital corporation could not 
make a valid contract to practice medicine or to 
do things involving the exercise of professional 
skill and judgment, and that it could not be guilty 
of the breach of a contract, inasmuch as there was 
none it could legally make. 


In order to answer those contentions the court 
said: 


“The provisions of Virginia Code 1936, 
chapter 68, ‘Regulating the Practice of Medi- 
cine,’ sections 1608 to 1623, relate to the edu- 
cation, examination, registry, etc., of in- 
dividuals. Section 1618, as re-enacted and 
amended in 1928, includes certain exemptions 
and exceptions from examinations. In that 
section it is specifically provided that nothing 
in chapter 68 shall be construed to affect or 
interfere in any way with the operation of 
any hospital now established in this state, or 
to any person while engaged in. conducting 
such hospital now established if there be a 
licensed practitioner resident or practicing 
therein; . . 


‘“é 
. 


. . The exemption of hospitals from 
the prohibition that no one except a licensed 
physician may practice medicine must have 
some meaning. Its obvious purpose is to per- 
mit them to render a special service to the 
sick, weak, and infirm, such a service as hos- 
pitals already established have been render- 
ing. This cannot be done merely by the 
furnishing of suitable and comfortable rooms 
and food for the special necessities of the 
patient, but must include the trained care of 
nurses, and medical attention from qualified 
persons whenever required by the patient’s 
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condition. This is made clearer by the pro- 
vision for a licensed practitioner resident or 
practicing in the hospital. The presence of- 
such physician would be useless unless his 
professional skill and service were to be em- 
ployed. 


sé 


. . The peculiar nature of a corpora- 
tion prevents it as such from practicing medi- 
cine, but there is no ban against the perform- 
ance of its duties by its qualified employees, 
which they are qualified to perform, and 
which they are held out by the hospital as 
being able to perform. The effect of the 
exception in the statute is to authorize hos- 
pitals to render necessary routine medical 
care and attention to its patients such as is 
customarily engaged in by hospitals. So, 
while a hospital may not be licensed to prac- 
tice medicine, within the intent of the broad 
statutory definition thereof, it may actually 
engage in so much of said practice as is cus- 
tomary and necessary in the proper conduct 
of its business, without being required to 
comply with the regulations provided for an 
individual.” 


The court then passed to a consideration of the 
legality of the contract, or undertaking of a hos- 
pital to furnish services for the patient in ques- 
tion, saying: 


“The implied contract to render services 
that the hospital undertook for Mrs. Curry 
was neither illegal nor ultra vires. It was an 
undertaking for compensation to render her 
all necessary routine medical treatment and 
nursing services which her condition might 
require, while she was a patient in the hos- 
pital, through the hands of its agents, serv- 
ants and employees, both of a skilled and 
unskilled nature.” 


It then became necessary for the court to con- 
sider the particular employees whose negligence 
was alleged to have resulted in injury to the 
plaintiff. The court said: 


“The intern and the nurse were the serv- 
ants of the hospital. They were chosen by 
the hospital and received their compensation 
from it. The length and extent of their serv- 
ice was supervised and controlled by their 
employer. Any negligent performance of 
their duties, whether by lack of professional 
equipment or lack of professional skill, con- 
stituted a breach of the contract made by 
their employer.” 


It is to be recalled that the defendant hospital 
was operated for profit, and that therefore it could 
not claim any of the exemptions from liability 
from negligence. 
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The next question dealt with by the court was 
that of the status of an intern in relation to the 
liability of the hospital for any act of negligence 
on his part. Of this question the court said: 


“It is conceded that a hospital is not re- 
sponsible for the acts of an attending physi- 
cian, whether a member of its staff or an 
outsider, except where by contract it has 
assumed responsibility. This is based on the 
ground that such physician is an independent 
contractor and alone is responsible for the 
exercise of professional skill and judgment, 
subject to no control by the hospital in the 
execution thereof. 


“The instant case does not come within this 
principle. Here we have an alleged contract 
to render medical service and nursing. The 
intern is not an independent contractor so far 
as the patient is concerned. His contract is 
with the hospital. His service is a part of the 
numerous duties prescribed by the hospital, 
and he is selected, employed, directed, super- 
vised and paid by the hospital.” 

In concluding, the court employed rather firm 
language concerning the liability of the hospital, 
saying: 

“Upon. principle and reason we are of opin- 
ion that a private hospital operated for profit 
and holding itself out to the public to furnish 
to its patients medical treatment, nursing 
service, and attention, is responsible to a pa- 
tient for the negligent acts of interns and 
nurses, employed by it and acting under its 
supervision and control, in the performance 
of their routine duties.” 


This decision is likely to become one of the 
landmark opinions of hospital law inasmuch as 
it defines the practice of medicine, and holds that 
a hospital is not practicing medicine within the 
medical practice act. The contentions of counsel 
for the hospital were ingenious, and were the 
product of skilled thinking; but clearly, it would 
be quite a stretch of the imagination. to hold that 
a hospital was practicing medicine within the 
meaning of statutes which define the practice of 
medicine by individuals. Were that true, all of the 
hospitals of this country would be forced to cease 


operation. 
—_—————— 


Wisconsin 
A Superintendent May Be Held Liable if Negli- 
gence in the Performance of His Duties 
Causes Injury to Patient 


Drefahl v. Connell, 85 Wis. 109, 55 N. W. 160. 

This action was begun by a patient to recover 
damages from the defendant, a county hospital 
superintendent, for a breach of the latter’s duty to 
furnish the plaintiff with proper medical care and 
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treatment, and to furnish him with proper food, 
which breach allegedly resulted in injury to the 
patient. The trial court overruled a demurrer to 
the complaint, and the defendant appealed. In 
affirming the decision of the trial court, the su- 
preme court said: 


“This is not an action for the breach of a 
contract. The theory of the complaint is that 
the plaintiff was poor and diseased, and 
rightfully committed to the hospital, and was 
lawfully an inmate thereof, and, as such, was 
entitled to proper care, treatment, food, and 
medicine; that the defendant, as superin- 
tendent, had the full charge, control and 
management of the hospital; that he was 
furnished with all necessary assistance, help, 
food, medicine and supplies; that, instead 
of performing his duty in the premises, he 
neglected and failed to perform the same, so 
far as the plaintiff was concerned, in the par- 
ticulars therein. mentioned; that in conse- 
quence thereof the plaintiff suffered pain and 
anguish, and his sickness was augmented 
and prolonged, as mentioned. We must hold 
that the complaint states a good cause of 
action.” 


Now, the court merely held that the facts al- 
leged in the complaint, if proved, would make out 
a case for recovery on the part of the patient. The 
court did not go so far as to hold that the de- 
fendant was liable here, because that question 
was not before the court. However, it will be seen 
that under the proper circumstances, a patient 
may recover of the superintendent of an institu- 
tion if that individual has been remiss in his 
duties, and if harm thereby results to the patient. 
Cases of this type are not common, but the legal 
principle holds good just the same. No case has 
been discovered where an individual has brought 
suit against the superintendent of a private hos- 
pital on the same or similar facts. However, such 
suits can be brought, and, in a proper case, may 
be brought against the superintendent for negli- 
gence in the performance of his duties. For in- 
stance, in the ordinary action to recover damages 
for personal injuries, a superintendent might be 
named as one of the defendants, and, if it could 
be proved that he had been negligent in the per- 
formance of some duty, and that such negligence 
produced the injury, then, the superintendent 
might be held liable. 

sesiinidllcideatdians 
“Reasonable Care” of Insane Patients 
Torrey v. Riverside Sanitarium, 163 Wis. 71, 157 

N.W. 552. 

Defendant conducted a private sanitarium for 
the treatment of nervous and mental cases. One 
of the patients escaped and. entered plaintiff’s 


house, frightening her, for which suit was brought 
against the sanitarium. A judgment was entered 
in favor of the defendant, and was affirmed on 
this appeal. 


The court turned at once to a consideration of 
the question whether the defendant had exercised 
due care in the handling of the patient. On this 
question it was said: 


“Doubtless it is incumbent on the defen- 
dant and its employees at all times during the 
treatment of nervous and insane patients to 
use such means to restrain and guard them 
as would seem reasonably sufficient to an ordi- 
narily prudent man under like circumstances, 
to prevent such an. occurrence as took place 
here, and for breach of that duty liability 
will arise, if such breach proximately causes 
injury to another.” 


The above statement, in its general terms, is 
applicable to all institutions caring for mental 
cases—all are held to the exercise of reasonable 
care in the handling and treatment of such pa- 
tients. Usually, the further qualification is added 
that the degree of care to be exercised must be 
commensurate with the known physical or mental 
condition of the patient under treatment. 


The court then commented upon the particular 
facts of the case, saying: 


“..It is to be remembered that the patient 
in question never exhibited symptoms of vio- 
lence; that he came to the institution volun- 
tarily, and was apparently normal and en- 
tirely tractable; that at the time of his escape 
there was a male attendant at his side; that 
an attempt to place greater restrictions on his 
liberty might easily have resulted in exciting 
the patient and producing serious results and 
further, that the defendant is a private in- 
stitution receiving voluntary patients, and not 
a___ public institution receiving patients upon 
legal commitment. There are probably no 
questions more delicate than the questions 
arising as to the proper care of such patients. 
Humanity demands that they be treated and 
cared for somewhere, but it cannot demand 
omniscience in that treatment. The same 
measures may produce the best results in 
some cases and the worst in others. The evi- 
dence impresses us with the belief that the 
defendant’s employees were performing an 
exceedingly difficult task with all the care and 
caution which ordinarily prudent persons in 
their situation would deem it necessary to ex- 
ercise.”’ 


There is little doubt that the saving feature of 
the case was the fact that the inmate was rela- 
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tively a mild mental case and that his escape 
worked no real physical injury to the plaintiff. 
Had there been other facts present, such as knowl- 
edge on the part of the defendant that the plain- 
tiff was a violent person, and had the defendant 
provided only one guard, then, perhaps, the court 
might have felt compelled to say that defendant 
had not exercised reasonable care in the handling 
of the patient. Generally, in cases of this type, 
liability must be determined on the facts alone, 
because the principles of law applicable are not 
always found flexible enough to meet the evidence. 
ecatabialibie 
Whether Charitable Hospital Is Liable for Negli- 
gence in Treating Patient After an Operation 


Morrison v. Henke, 165 Wis. 166, N. W. 173. 

The action was begun against two surgeons and 
a hospital for alleged negligence in treating plain- 
tiff after an operation. The surgeons were not in 
the employment of the hospital. The trial resulted 
in dismissal of the action as to the hospital upon 
the ground that it was a charitable organization, 
and that the rule of respondeat superior did not 
apply to it. This judgment was affirmed. 


In rendering its decision the court said: 


“Without discussing the relative merits of 
these different grounds, we prefer to rest our 
decision upon the principle that, since these 
charitable hospitals perform a quasi public 
function in ministering to the poor and sick 
without any pecuniary profit to themselves, 
the doctrine of respondeat superior should not 
be applied to them in favor of those receiving 
their charitable services. 


“The patient who accepts the services of 
such an institution, if injured therein by the 
negligence of an employee, must be content to 
look for redress to such employee alone. The 
principle invoked is analagous to that which 
exempts municipalities from the rule of re- 
spondeat superior in the discharge of their 
governmental functions.” 


The principle announced by the court has quite 
general acceptance in the various courts of the 
country. Almost all of the states have permitted 
the doctrine announced to remain intact with but 
very few qualifications. 
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se ’ and now the Baxter 
: BAXTER’S : : 
-k f 
8, THE 7-POINT Soledion TRANSFUS 0-VAC a 
HI 
ot OF YOUR SOLUTION PROBLEM : ! 
ee unbroken i 
' 1 A complete line of Intra- Gn lechnique f 
venous Solutions. i 
of 9 Quality maintained by a OF BLOOD TRANSFUSION 
le 21 test technique to prove i 
0 every unit pyrogen-free, THAT TIM E i 
e safe and stable. i 
h 3 Sealed in the one con- and 
, tainer-dispenser in which i 
r solutions are packed in SPACE 
mechanically induced vac- 
uum, with visible proof of 
lite vacuum. 
the 4 Fully accepted. Routinely 
ted used by thousands of hos- 
est pitals. 
More economical, all 
things considered, than 
solutions made in the hos- 
pital laboratory. 
i Save time, trouble, and 
hazard. 
; 7 Produced by the pioneer 
I company which originated 
the simple unbroken tech- 
nique of aseptic intrave- *Sodium Citrate 2!/2% in Phys-  frdaiitnd 
nous infusion... iological Solution of Sodium 
Chloride in the Baxter Trans- SSN. 








fuso-Vac Container. 












Drawing the blood merely requires insertion 
of needle and gradual opening of valve to 


bien . . - Blood Transfusion — withdrawal, 


citrating, transport, storage, filtering and 





infusion — can now be carried through with- 
out change of container. There is a new 
technique — unbroken, obviously aseptic . . . 
a single-handed technique that is smooth, 
clean, easy and almost automatic. 


Baxter’s Intravenous Solutions in the Baxter 
VACOLITER with air filter proved the prin- 
ciple of unbroken asepsis. Baxter’s Citrate 
Solution in the Transfuso-Vac simplifies blood 
transfusion into one unbroken technique. 


permit natural blood flow. Swirling the con- 
tainer avoids clotting. 


Infusing the blood is equally simple. The 
Transfuso-Vac is already in use by hundreds 
of hospitals and is rapidly becoming standard 
equipment in progressive institutions. Order 
two more Sets than your day’s maximum of 
Transfusions. 


We have issued a bulletin giving authoritative 
answers to most-asked questions about Trans- 
fuso-Vac. Copy free on authoritative request. 


The fine products of 


BAXTER LABORATORIES 


GLENVIEW, ILL., COLLEGE POINT, N. Y., GLENDALE, CAL., TORONTO, CANADA, LONDON, ENGLAND 
Produced and Distributed on the Pacific Coast by Don Baxter, Inc., Glendale, California 
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New Institutional Members 


Alabama 
Stabler Infirmary 


Barfield Sanitarium 


California 
St. Mary’s Long Beach Hospital 


Colorado 
Oakes Home Sanitarium 


Wabash Employes’ Hospital 


The Retreat Des Moines 


Kentucky 
Danville and Boyle County Hospital Danville 
John Graves Ford Memorial Hospital.Georgetown 
Hayswood Hospital Maysville 
Middlesboro Hospital Middlesboro 
J. Q. Stovall Memorial Hospital Grayson 


Maryland 
Emergency Hospital 
St. Joseph’s Hospital 

Michigan 
Detroit Tuberculosis Sanatorium 
Penn Iron Mining Company Hospital 


Detroit 
Vulcan 
Minnesota 


Minnesota School for Feeble Minded... . Faribault 
Redwood Falls Hospital Redwood Falls 
Union Hospital New Ulm 


West Point 
Jackson 
Philadelphia 


Ivy Hospital 
Jackson Infirmary 
Philadelphia Hospital 


Missouri 


University Hospitals Columbia 


Nebraska 
Flett Hospital 
Our Lady of Lourdes Hospital 
St. Mary’s Hospital 

New Jersey 
St. Francis Hospital 

New York 
New York University College of Medicine 

New York 

St. Francis Hospital 
St. Vincent’s Retreat 


North Carolina 
Lee County Hospital 


Central Investigation Bureau of Akron, 
Seca hiek ah Ree O Rae Ae es Oe Akron 
Hospital Service, Inc Youngstown 
Pennsylvania 
McGirk Sanatorium 


South Dakota 
Bartron Hospital 


Philipsburg 
Watertown 


Haywood County Memorial Hospital. . Brownsville 


Utah 
Utah Valley Hospital 
Virginia 
Tucker Sanatorium 
Mattie Williams Hospital 
West Virginia 
St. Francis Hospital 
Puerto Rico 
Hospital Mimiya 
Hospital San José 


Richmond 
Richlands 


Charleston 


Santurce 
Santurce 


Galt General Hospital 


New Personal Members 


Colorado 
Evans, Mrs. Emma M., R.N., supt., Community 
Hospital, Boulder 
Latcham, John F., Colorado General Hospital, 
Denver 
Rest, Arthur, M.D., act. med. dir., Sanatorium of 
the Jewish Consumptives’ Relief Society, Spivak 
Stella, Sister Mary, supt., St. Benedict Hospital, 
- Sterling 


District of Columbia 
Bateman, Margaret E., R.N., supt. nrs., Episcopal 
Eye, Ear and Throat Hospital, Washington 
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Macdonald, Anna E., R.N., supt., Episcopal Eye, 


Ear and Throat Hospital, Washington 
Reece, Caroline S., exec. asst. to pres., Sibley Me- 
morial Hospital, Washington 


Georgia 
Blackman, W. W., M.D., med. dir. and owner, 
Blackman Sanatorium, Atlanta 
Dyer, C. W. E., M.D., med. dir., St. Luke Hospital, 
Macon 


Funderburk, N. A., M.D., med. supt. and owner, 
Riegel Hospital, Trion 


HOSPITALS 
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FOOTPRINTS 


®@ For weeks, the corridors of the hospital had 
been tracked up with the dirt that bad weather 
always brings. There were footprints every- 
where, footprints of every shape and size. 
Then, suddenly, one day, the footprints 
stopped—the halls were clean. The best 
minds on the staff were baffled. 


It was the superintendent who finally 
solved the mystery. “Elementary,” he said. 
“We simply switched to Wyandotte Detergent. 
Now the floors are spotless, and it’s actually 
costing us less in material and labor to keep 
them clean. The only mystery to me is why 
we didn’t start using Wyandotte Detergent 
long ago.” 

You, too, will find that Wyandotte Deter- 
gent makes cleaning easier and cheaper—not 
only for floors, but for marble, porcelain, and 


_ painted surfaces as well. Ask your Wyandotte 


Service Representative to tell you how. At the 
same time, find out about Wyandotte Steri- 
Chlor, ideal wherever an odorless deodorant 
is needed. 


THE 


J, B. FORD SALES CO. 


WYANDOTTE, MICHIGAN 


Service Representatives in 88 Cities 


THAT STOPPED 





KEnWOOD 





DRESSING ROLLS and CUT PADS 





Because they are s-t-i-t-c-h-e-d, 
Kenwood Dressing Rolls and 
Cut Pads are easier to cut, 
easier to handle, easier to 
stack and store, easier to ap- 
ply ... and the filler (Sani- 
sorb) is kept firmly in place 
inside the gauze wrapping. 
Because they come in handy 
rolls you can cut your pads 
to any size, any shape .. . to 
fit each individual need... 
without wasteful trimmings or 
clumsy oversizing. Or stock 
Kenwood Cut Pads in sizes 
ranging from 8 x 8 inches to 
8 x 30 inches. 
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WILL ROSS, INCORPORATED 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 
3100 WEST CENTER ST MILWAUKEE, WISCONSIN 


A 2832-1 






Huey, H. G., M.D., med. dir. and owner, Huey Hos- 
pital, Homerville 

Johnson, W. A., M.D., med. dir., Thompson-John- 
son Hospital, Elberton 

Pendley, Theron G., Grady Memorial Hospital, 
Atlanta 

Reisman, J. N., trustee, Crawford W. Long Me- 
morial Hospital, Atlanta 

Robinson, G. G., M.D., med. dir., Robinson Hos- 
pital, Tate 

Thompson, Dorothea, R.N., supt., Hamilton Me- 
morial Hospital, Dalton 

Whitten, Paul R., Grady Memorial Hospital, At- 
lanta 

Wilson, H. Louie, bus. mgr., Ware County Hospi- 
tal, Waycross 

Zittrouer, Naomi, R.N., supt., R. J. Taylor Me- 
morial Hospital, Hawkinsville 

Illinois 

Almquist, Rev. A. J., supt., Swedish Covenant 
Hospital, Chicago 

Andrews, C. N., supt., Swedish-American Hospi- 
tai, Rockford 

Barr, Mary L., R.N., supt., Westlake Hospital, Mel- 
rose Park 

Carlson, Wendell, asst. supt., Augustana Hospital, 
Chicago 

Constance, Sister, supt., St. Joseph’s Hospital, Bel- 
videre 

Deniston, Frank A., exec. dir., Plan for Hospital 
Care, Chicago 

Fraase, Emma M., R.N., supt., Harvard Com- 
munity Hospital, Harvard 

Generose, Sister M., R.N., supt., Hospital of St. 
Anthony de Padua, Chicago 

George, Rev. Joseph A., supt., Evangelical Hospi- 
tal, Chicago 

Goll, Libbie, owner and supt., Resthaven Sani- 
tarium, Elgin 

Hammond, Herbert F., orderly, Presbyterian Hos- 
pital, Chicago 

Hilton, L. W., supt., Jackson Park Hospital, Chi- 
cago 

Kaelberer, Marguerite, R.N., supt., Memorial 
Methodist Hospital, Mattoon 

Lloyd, Herbert G., pres., Martha Washington Hos- 
pital, Chicago 

Messing, Mae L., R.N., supt., Marshall Browning 
Hospital, DuQuoin 

Osborne, Clara, supt., McKinley University Hos- 
pital, Urbana 

Raymond, Sister M., R.N., supt., St. Charles Hos- 
pital, Aurora 

Rogers, Esther N., R.N., supt., Douglas County 
Jarman Hospital, Tuscola 

Scott, Roland A., admin. asst., Grant Hospital, 
Chicago 

Shassere, Beatrice V., R.N., supt., Belmont Hos- 
pital, Chicago 
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Sylvester, Sister M., supt., St. Joseph Hospital, 
Elgin 

Tenney, Wm. H., supt., Illinois Masonic Hospital, 
Chicago 

Ursulina, Sister M., superior, St. Joseph’s Hospi- 
tal, Joliet 

Wenger, Esther, R.N., supt., Highland Hospital, 
Belvidere 


Iowa 


Allen, Irma, supt., King’s Daughters’ Hospital, 
Perry 

Langehaug, A., supt., Lutheran Hospital of Fort 
Dodge, Fort Dodge 

Margaret Mary, Sister, asst. admin., St. Joseph’s 
Mercy Hospital, Sioux City 


Louisiana 
Coll, Mrs. Carrie, R.N.,. supt., Greenwell Springs 
Sanatorium, Greenwell Springs 
Price, Gertrude, R.N., supt., Highland Sanitarium, 
Shreveport 


Maryland 
Weiss, Harvey H., supt., Memorial Hospital, Cum- 
berland 


Massachusetts 

Cameron, Winnifred E., R.N., supt., Leonard 
Morse Hospital, Natick 

Cravott, Adeline, R.N., supt., Nantucket Cottage 
Hospital, Nantucket 

Houser, Gerald F., M.D., asst. dir., Massachu- 
setts General Hospital, Boston 

Morgan, Evelyn, R.N., supt., Waltham Hospital, 
Waltham 

Mulville, Josephine A., R.N., supt., New England 
Hospital for Women and Children, Boston 

Sanford, M. Louise, R.N., supt., Addison Gilbert 
Hospital, Gloucester 

Thorndike, W. T. Sherman, M.D., asst. dir., Massa- 
chusetts General Hospital, Boston 

Michigan 

Eakins, F. J., M.D., dir., Clin. Lab.,, Veterans Ad- 

ministration, Dearborn 


Grace, Sister Mary, supt., St. Mary’s Hospital, 
Grand Rapids 


Minnesota. 
Eyk, Helen E., R.N., supt., Montevideo Hospital, 
Montevideo 
Korsell, Mabel, R.N., supt., Itasca Hospital, Grand 
Rapids 
Kvenvold, Myrtle, R.N., supt., Minnewaska Hospi- 
tal, Starbuck 


Missouri 


Parrish, Mrs. Lelia G., R.N., supt., McCune-Brooks 
Hospital, Carthage 

Van Ravenswaay, Alexander, M.D., med. dir., 
Clinic, Booneville 
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M. BURNEICE LARSON, Director 
The Medical Bureau 


Tell us what you’ve done and who 
you are and where you’ve worked and 
what you dream and hope and long 
OW Oivivdes 


This old world isn’t upside down yet. The things of 
life are getting done despite the whistling winds of 
war, its lurid clamor. Our own grand country is 
squarely on its feet .. . and it needs you. 


It needs the kind of folks who know the way they want 
to go and are on their way. It asks and seeks for 
folks who tug at traces. It wants the people who have 
shiny eyes and set and pointed chins and lilts in their 
voices and a toss to their heads. Jt needs you. 


There are things to do for such as those, for you . 
and if, today, you’re ending each day’s tasks with leaden 
spirits, tired, contemptuous of work and doubting that 
it ever thrills or that it ever could be fine .. . you’re in 
a rut and needn’t be. 


Tell us what you’ve done and who you are and where 
you’ve worked and what you dream and hope and long 
to do. Ask for a job that would ask for all your 
energies, take all and more than you could give, and 
make you smile and love the doing and be the person 
that you dream you'll be. 


Then we'll help. It is our great business: to find for 
you a job that you would love; to find for hospitals 
the finest people, the smartest in the land. 


The MEDICAL BUREAU 


Palmolive Building, 919 North Michigan Ave. 
CHICAGO, ILLINOIS 
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NEW MATERIAL 


WASHES DISHES 
at less cost! 


HERE IS WHY! 


In the first place this NEW Oakite material 
cleans THOROUGHLY. It effectively re- 
moves every trace of grease, egg, coffee or 
fruit juice stains. You will be surprised how 
dishes actually SHINE! Due to the fact that 
they come out of machine so CLEAN, no re- 
washing is necessary and that’s why 


OAKITE COMPOSITION No. 63 


saves time, too. Another important advantage 
of this remarkable new material is that it keeps 
your machine clean. There is no clogging of 
spray jets. No lime scale deposits. Here 
again you have a real money gain because often 
it costs you extra time and expense to remove 
lime scale and other materials used. 


Because this NEW material has remarkable 
lime solubilizing properties, it eliminates hard 
water spots on dishes and glassware. Rinsing 
freely, it leaves glassware bright 

and sparkling. Why not let us 

give you more data about Oakite 
Composition No. 63 or have us 

make tests under actual working 

conditions. There is no obliga- 

tion ... write today. 


Manufactured only by 


OAKITE PRODUCTS, INC. 
27 Thames St.. NEW YORK, N. Y. 


Representatives in all principal Cities of the U. S. 
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Nebraska 
Platt, Volney M., student hosp. admin., Nebraska 
Methodist Episcopal Hospital and Deaconess 
Home, Omaha 
New Hampshire 
Fisette, Sister, R.N., supt., St. Louis Hospital, 
Berlin 
Steeves, Annie G., R.N., supt., Alice Peck Day Me- 
morial Hospital, Lebanon 
New Jersey 
Cohen, Samuel, M.D., sen. res. phys., Tuberculosis 
Hospital, Medical Center, Jersey City 
Eckert, Anthony W., supt., Fitkin Memorial Hos- 
pital, Neptune 
Letellier, Sister R., supt., St. Peter’s General Hos- 
pital, New Brunswick 
Manry, Amelia C., lay asst. supt., St. Peter’s Gen- 
eral Hospital, New Brunswick 
New York 
Asowsky, A., asst. supt., Bronx Hospital, New 
York 
Bingham, Rev. John J., asst. dir., Div. Health and 
Hospitals, Catholic Charities of New York, New 
York 
Bobrowitz, I. D., M.D., act. med. supt., Municipal 
Sanatorium, Otisville 
De Busk, Roger W., M.D., asst. dir., St. Luke’s 
Hospital, New York 
Folsom, Dwight, fin. campaigns for hospitals, New 
York 
Gintzer, Zena E., supt., 
Queens, Jamaica, L. I. 
Hortense, Sister, supt., Buffalo Hospital of the 
Sisters of Charity, Buffalo 
Jones, Everett W., supt., Albany Hospital, Albany 
Kolbe, Henry W., M.D., deputy med. supt., Mu- 
nicipal Sanatorium, Otisville 
Louise, Sister, R.N., supt., Emergency Hospital of 
the Sisters of Charity, Buffalo 
Lyman, Margaret H., asst. to dir., New York Uni- 
versity College of Medicine Clinic, New York 
Moore, Harriet G., R.N., supt., Park Avenue Hos- 
pital, Rochester 
Roberts, Kingsley, M.D., med. dir., Bureau of Co- 
operative Medicine, New York 
Scheffer, I. Herbert, M.D., med. supt., Metropoli- 
tan Hospital, Welfare Island 
Wagner, Herbert T., M.D., asst. dir., Roosevelt 
Hospital, New York 
North Carolina 
Marguerite, Sister, R.N., supt., St. Leo’s Hospital, 
Greensboro 


Memorial Hospital of 


Ohio 
Papineau, Sister, superior, St. Vincent’s Hospital, 
Toledo 
Pennsylvania 
Rita, Sister, supt., St. Vincent’s Hospital, Phila- 
delphia 
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Rosenberger, Donald M., admin., Clearfield Hos- 
pital, Clearfield 

Williams, Henry J., asst. to the supt.,. Wills Hos- 
pital, Philadelphia 

Wilson, William L., Jr., supt., George F. Geisinger 
Memorial Hospital, Danville 

Rhode Island 

Crank, Rawser P., M.D., med. supt., State Infirm- 
ary, Howard 

Joyce, Henry 8., M.D., asst. supt., Rhode Island 
Hospital, Providence 

Kiene, Hugh E., M.D., Charles V. Chapin Hospital, 
Providence 

O’Halloran, Mrs. Opalle D., R.N., supt., Notre 
Dame Hospital, Central Falls 

Regan, John F., M.D., supt., State Hospital for 
Mental Diseases, Howard 

Tennessee 

Finch, Mrs. Alma, R.N., supt., King’s Daughters’ 
Hospital, Columbia 

Rucker, 8S. T., M.D., med. supt., Lynnhurst Sani- 
tarium, Memphis 

Texas 

Buis, George S., admin., Brackenridge Hospital, 
Austin 

Dunstan, E. M., M.D., supt., Dallas City-County 
Hospital System, Dallas 

Egbert, Evan B., student hosp. admin., E] Paso 
Masonic Hospital, El Paso 


Vermont 
Hatch, Caroline C., R.N., supt., Rockingham Hos- 
pital, Bellows Falls 
Virginia 
Collins, Alice T., R.N., supt., Retreat for the Sick, 
Richmond 
Washington 
Conway, M. W., M.D., med. supt., Eastern State 
Hospital, Medical Lake 
Klein, Harriet, R.N., asst. supt., Tacoma General 
Hospital, Tacoma 
Ries, Howard C., General Hospital of Everett, 
Everett 
West Virginia 
Adelaide, Sister M., supt., St. Joseph’s Hospital, 
Parkersburg 
Puerto Rico 
Cabrera, Esteban G., M.D., med. dir., Hospital San 
José, Santurce 
Suarez, Ramon M., M.D., owner and dir., Hospital 
Mimiya, Santurce 
Canada 
Stuart, M. Edith, R.N., supt., James Hamet Dunn 
Hospital, Bathurst, N. B. 
Caldwell, W. S., M.D., asst. dir., Canadian Red 
Cross Society, Toronto, Ont. 
South America 
Fricke, Gustavo C., M.D., dir., Vina del Mar Hos- 
pital, Vina del Mar, Chile 
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GUARD AGAINST DANGER 
of Spreading Infection and Lacerating Nipples 





. E. Hee pt. 
California Hospital, in the 
September issue of “Hospitals” 





GOMCO How the unique principles of the Gomco Electric 
: Breast Pump increase milking efficiency and over- 

Elect rutc come the present hazards in the use of breast 
pumps is set forth in the report of investigations 

Breast by the California Hospital. Spreading of infec- 
Pum tion is avoided by continuous suction, eliminating 
p the recirculation of contaminated air columns. 


The intermittent milking action is under the control of the patient, 
who can vary it to suit her individual requirements. This, plus the 
new design of the applicator, permits the natural massaging action 
of atmospheric pressure, providing greater comfort, safety and 
efficiency. 

Ask your regular dealer to demonstrate these and the many other 
important exclusive features of the professionally designed Gomco 
Electric Breast Pump. 


GOMCO SURGICAL MANUFACTURING CORP. 
87-91 ELLICOTT ST. ® BUFFALO, N. Y. 


















THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 
sition are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 
Chicago, Illinois 
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wash your 
PAINTED WALLS 


AND WOODWORK 
this better 
STREAK-FREE way 


How often do you wash your painted walls 
and woodwork? How much does it cost 
you to do this? Since you are up against 
these two questions all the time, it will pay 
you to know more about easier, faster, low- 
cost Oakite cleaning for this work. 


Whether it is washing surfaces to postpone 
the need for repainting, or to prepare them 
for a smooth, even coverage of new paint, 
you want quick cleaning action .. . action 
that is both easy and thorough, yet safe. 


For such purposes, Oakite cleaning is 
ideal. It is surprisingly easy AND THOR-, 
OUGH. Just apply solution of the recom- 
mended Oakite material, following with a 
quick rinse, and surfaces are 
CLEAN. There will be no 
streaking. Write today for 
data on this and other hospi- 
tal maintenance tasks where 
you want to save money. No 
obligation. 





Manufactured only by 


OAKITE PRODUCTS, INC. 
27 Thames St.. NEW YORK, N. Y. 


Representatives in all principal Cities of the U. S. 
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The Hospital Book Shelf 


DIRECTORY OF MEDICAL SPECIALISTS. Advisory 
Board of Medical Specialties. Columbia Uni- 
versity Press. 19.39. $3.00 


The Advisory Board for Medical Specialties 
will issue in December the first edition of the 
Directory of Medical Specialists listing approxi- 
mately 14,000 specialists certified by the twelve 
American Boards and the two affiliate Boards in 
the Specialties. 


This Directory will have three sections. The 
first will be devoted to a brief discussion of the 
Advisory Board for Medical Specialties, its or- 
ganization and objectives. The second section will 
have fourteen separate divisions, one for each 
American Board with a geographic and a detailed 
biographic listing of its Diplomates. Each of these 
divisions will give full information regarding re- 
quirements for admission to examinations for cer- 
tification, details of organization of each Board, 
and other general information. The third and 
final section will be a complete alphabetic list of 
all 14,000 Diplomates, with their addresses and 
indications of specialty certification. 

It is expected to issue the Directory every two 
years. No charge is made for any listing in the 
Directory, and only the names of the specialists 
certified by the American Boards will be included. 

The Directory is to be the official publication of 
the Advisory Board of Medical Specialties. Plans 
for the Directory have been under way for nearly 
three years. It represents an effort officially to 
inform the lay and medical public regarding the 
present strong movement for certification of quali- 
fied medical specialists, and is expected to have 
wide use as a reference work in this respect. 


Financial support has been given the Directory 
by the American Boards; the project is not de- 
signed to be profit-making, and the widest possible 
public distribution of the Directory is desired. 
On these accounts, the subscription price of the 
book has been set at a sum ($3.50 per copy) com- 
puted to cover only publication expenses. 


The Directory should be invaluable to the entire 
medical profession in the reference of patients, as 
well as in many other ways, and the individual 
support of this new project of the American 
Boards is earnestly solicited of every Diplomate. 

The Directory will be sold generally to physi- 
cians, libraries, hospitals, and others by subscrip- 
tion. Such subscriptions may be made through 
the Columbia University Press, 2960 Broadway, 
New York City, or through the office of the 
Directing Editor. 
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INTRODUCTION TO THE PRINCIPLES OF NURSING 
CARE. Martha Ruth Smith, N.A., R.N., Editor. 
J. B. Lippincott Company. Second Edition. 
1939. $3.00. 


The first edition of this invaluable text has gone 
through two reprints since its appearance in 1937. 
The present revision includes more specific de- 
tails of nursing procedures and an added chapter 
on “Nursing Care of the Sicker Patient.” 


The text is the joint product of ten outstand- 
ing nursing educators, a science advisor, and an 
equally eminent physician, each a recognized 
authority on the topic covered and all under the 
general editorship of Miss Smith, with the criti- 
cism and assistance of three assistants of equally 
outstanding authority. 


The text is arranged in three units: I, Per- 
spective of Nursing and Its Relationships; II, 
General Nursing Care; and, III, Principles of 
Remedial Nursing Procedures. 


The material is exceptionally well arranged for 
use as a text book, illustrations are plentiful and 
well-selected to depict the subject, and references 
are very well selected but not too voluminous. 


The last chapter, “Scientific Bases Underlying 
Nursing Procedures,” gives the principles of 
Physics, Chemistry, Bacteriology, and Physiology, 
on which the various procedures are based, with 
illustrative examples showing the application of 
these principles to nursing. 


This method of teaching the student why a cer- 
tain procedure must be carried out in a certain 
way, as well as telling her how to do it, is a defi- 
nite advance in teaching, as it recognizes the 
higher intelligence and educational level of nurs- 
ing—the evolution from a trained automaton to a 
thinking, reasoning artist. 


iit ade 
A TEXTBOOK OF PRACTICAL NURSING. Kathryn 
Osmond Brownell, R.N., B.S. 12 mo. 418 
pages, illustrated. W. B. Saunders Company, 
Philadelphia, 1939. 
Sceaeeti atin 
MATERIA MEDICA, PHARMACOLOGY AND THERA- 
PEUTICS. Harold N. Wright, M.S., Ph.D., and 
Mildred Montag, R.N., M.A. 12 mo. 550 pages, 
illustrated. W. B. Saunders Company, Phila- 
delphia, 1939. $2.75. 
aanbieaieetas 
THE INFANT AND CHILD. John Zahorsky, A.B., 
M.D., F.A.C.P., and Elizabeth Noyes, R.N. Sec- 
ond Edition. 12 mo., 396 pages, illustrated. C. 
V. Mosby Company, 1939. $3.00. 
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GOOD HOSPITAL FOOD 
starts with GOOD KITCHENS 


... good kitchens start with 
Duparquet Equipment 


G 
OOD food is good business for 


hospitals from the standpoint of patients and 
the public. The experience gained from plan- 
ning kitchens for many leading hospitals is 
available through our planning bureau. Our 
specialists have solved or helped to solve some 
of the most stubborn food service and equip- 
ment problems. Duparquet equipment, made 
in our own factory, plus the experience of this 
organization, is a combination that means 
EFFICIENT KITCHENS. Call or write one 
of our three offices. 


NATHAN STRAUS-DUPARQUET-: Inc. 


SIXTH AVENUE « EIGHTEENTH TO NINETEENTH STREETS » NEW YORK 
Telephone WAtkins 9-5200 

Boston e DUPARQUET, HUOT & MONEUSE CO. 

491 Atlantic Ave. Phone Hancock 7275 

Chicago * DUPARQUET RANGE CO. 

225 N. Racine Ave. Phone Seeley 3927 














































Aim Straight— 






Buying for hospitals has become a 





scientific job. 






Certain fundamentals have been for- 





mulated into standards to which good 





buyers strictly adhere. 






To know what your hospital requires; 
to be familiar with the quality, the per- 






formance, and the service of every 
product you buy; to use common sense 
about paying fair prices—these are the 
fundamentals which enable you to aim 
straight and hit the mark. 









Price dickering and quaiity cutting 
warp good judgment and make you 





miss your shot. 


Deal with advertisers in HOSPITALS 
and be confident of your own success. 




















November, 1939 





COMFORTS .... 
Presents New PROTECTIONS ... 
CONVENIENCES 


Good Samaritan 


PROTEKTENT BED CANOPY 


Consists of two’ 
arches which clamp 
(notoolsneeded) to 
the side sills of bed, 
and a grid which 
rests on the arches; 
when covered with 
bed-clothing forms 
a perfect bed - tent. 
Adjustable as to 
length and height. 
All metal, stainless, 
strong, light. No 
need to call an or- 
derly. The nurse 
can easily carry 
and affix it. 


Its uses are practically unlimited. Indispensable in cases of burns, 
gangrenes, amputations, compound fractures, skin grafts. Very 
practical as support for heat lamps, irrigators, slings; and as an 
inhalation tent. Roomy—need not be removed during examinations 
and treatments. Amazingly inexpensive—You can afford to own 
as many as your average bed occupancy. 


PROTEKTENT 
JUNIOR 


is an across-the-bed sin- 
gle arch, adjustable as to 
width. Prevents the dis- 
comforts of tightly drawn 
covers; allows freedom of 
movement without expo- 
sure. Medical as well as 
surgical cases deserve its 
advantages. Costs no 
more than pillows. Send 
for descriptive circular. 


HILL-ROM SIDE GUARD - No. 200 


Anecessary safety de- 
vice for restless or 
irresponsible patients. 
A valuable aid to the 
nurse. Reduces the 
Hospital’s liability. 

Hill-Rom Side 
Guards are made of 
steel, light but strong. 
Universal clamps al- 
low them to be at- 
tached to any bed 
frame, and any nurse 
can do it easily,—no 
tools necessary. 


Clamps are hinged and guard may be lowered, when necessary to 
attend the patient, without detaching from the bed. When raised, 
guard automatically locks in place. 

Several pairs of Side Guards ‘‘200” constantly available are ex- 
cellent and inexpensive liability insurance. 


“Institutional Furniture,” a beautifully illustrated catalog, will be 
gladly sent you upon request. 
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News of Interest to the Hospital Field 


Dr. R. W. Bradshaw has been selected superin- 
tendent of the Allen Hospital of Oberlin, Ohio. Dr. 
Bradshaw has been at the head of the Student 
Health Service of Oberlin College for the past 
fourteen years. He succeeds Janet Ptolemy, re- 
tired. 


eer 


Dr. Daniel Leo Finucane, formerly assistant su- 
perintendent of the Glenn Dale Sanatorium, Glenn 
Dale, Maryland, has assumed his duties as super- 
intendent of that institution, succeeding Dr. J. 
Winthrop Peabody, who resigned. 


a 


Helen Fitzgerald has resigned as superintendent 
of the Henry County Hospital, Mt. Pleasant, Iowa. 
—_——<——— 


Sister Mary Flaviana, superintendent of St. 
James Hospital, Chicago Heights, Hlinois, has 
been named superintendent of St. Alexis Hospital, 
Cleveland, Ohio. Sister Flaviana replaces Sister 
Mary Edigna, who has been made superintendent 
of St. Anthony’s Hospital, Louisville, Kentucky. 

iciplnideliaibiiniade 


Mrs. Verna Harwell, formerly superintendent 
of the Knox County Hospital, Knox City, Texas, 
is superintendent and business manager of the 
new $90,000 Haskell County Hospital, Haskell, 
Texas, which was recently opened. 

BEEF cette 

Dr. O. S. Hauk of Kingsport, who has been 
superintendent of the Eastern State Hospital at 
Knoxville, Tennessee, has been appointed superin- 
tendent of the Federal-State Hospital at Nash- 
ville, Tennessee. 

Cotaailibaibicn 


Dr. H. B. Knowles has been appointed superin- 
tendent of the State Hospital at Anna, Illinois. Dr. 
Knowles was formerly assistant superintendent of 
the State Hospital at Peoria, Illinois. 

PEE ee 

Dr. Alexander W. Kruger, formerly deputy med- 
ical superintendent of Kings County Hospital, 
Brooklyn, New York, has been appointed superin- 
tendent of Greenpoint Hospital, Brooklyn, New 
York. 

ee 

Edna Larson has resigned as superintendent of 
the Community Hospital, Big Rapids, Michigan, 
to accept a position as public health supervisor in 
Southern California. 

ssintiaialtes 

Dr. F. C. Lorenzen has resigned as superintend- 
ent of the Jamestown State Hospital for the In- 
sane, Bismarck, North Dakota. 
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Mary L. Margerum, R.N., has assumed her 
duties as superintendent of the Memorial Hospital, 
Laurium, Michigan. Miss Margerum succeeds Mae 
Siira, R.N., who resigned. 

cided 


Ethel E. Marti is the new superintendent of 
Waseca Memorial Hospital, Waseca, Minnesota, 
succeeding the late Agnes Matz. 

SE a ea 


Dr. Cornelius P. Rhoades, an associate member 
of the Rockefeller Institute for Medical Research, 
has been appointed medical director of the Me- 
morial Hospital for the Treatment of Cancer and 
Allied Diseases, New York City, to succeed Dr. 
James Ewing, who will retire. 

wcjipaiibnidkeins 


Samuel W. Rice. who has been associated with 
St. Barnabas Hospital, St. Paul, Minnesota, for 
the past four years and for fifteen years previous 
with the Youngstown Hospital, Youngstown, 
Ohio, has been appointed superintendent of the 
Englewood Hospital, Chicago, Illinois, effective 
October first. 

ecapcesiian nial 

Dr. William O. Rice, who has been connected 
with the Rhode Island Hospital, Providence, Rhode 
Island, for the past thirty years, resigned as su- 
perintendent on October 1. 

pinctididihaien 


May L. Ryan, R.N., for the past eight years 
assistant director of nurses at Woman’s Hospital, 
New York City, resigned her position to return 
to Public Health Work. Beatrice K. Sprague, R.N., 
has succeeded Miss Ryan. 

——< 


Frank D. Self has resigned as superintendent of 
Fairview Hospital, Great Barrington, Massa- 
chusetts. 

on eg 

Dr. J. R. Wilson has resigned as superintendent 
of the Western State Hospital, Bolivar, Tennessee, 
to enter private practice at Seminole, Oklahoma. 

——.————— 


R. D. Yaw, assistant to the superintendent of 
Blodgett Memorial Hospital, Grand Rapids, Michi- 
gan, has been appointed acting administrator to 
succeed Dr. John E. Gorrell who has been ap- 
pointed administrator of Battle Creek Sanatorium. 

si lla de 


Little Rock, Arkansas—An attractive five-story 
$100,000 nurses’ home will be constructed as an 
annex to Baptist State Hospital, Little Rock, Ar- 
kansas. Quarters used by the nurses in the 
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VITAL SUBJECT 
lo 


No subject is more widely discussed 

today than HOSPITAL PUBLIC RELA- 

TIONS. This book pays dividends to the 

hospitals which follow its vital and practical 

suggestions. It sums up in one volume our present- 
day knowledge of this interesting subject. 


HOSPITAL PUBLIC RELATIONS 


By Alden B. Mills, Managing Editor, The Modern Hospital 


An OUTSTANDING BOOK .. . of interest to the governing body, the 
medical staff, the administrator—in fact, to anyone interested in hospital 
work. Contains 14 Comprehensive Chapters on such topics as: The Need 
for a Public Relations Program; Influencing Public Opinion; Good Hospi- 
tal Service, etc. 384 pages—l6 illustrations. Per copy, only $3.75 post- 
paid (in U. S. only) if remittance accompanies order. SEND TODAY! 


111-39 


PHYSICIANS’ RECORD CO., 161 W. Harrison St, CHICAGO, ILL 


{| the Largest Publishers of Hospital and Medical Records }} 








You cannot depend on Pressure Gauges 
alone! ... Raa “eaeA are heat indica- 
tors and Sonata a yon a cheap, and ab- 
solute check on the penetration of steriliz- 
ing heat. 


A. W. DIACK ¢@ DETROIT 











HERE’S no mystery about 

Sexton Coffees. Back of 
each blend stands 57 years of 
experience in supplying those 
who feed many people each day. 
If you are pleased with Sexton 
No. 10 canned foods you will 
be doubly pleased with Sexton 
Coffees because Sexton has 
specialized in these just twice 


© 1939 JOHN SEXTON & CO.,. CHICAGO-BROOKLYN 





MYo 


Sexton Coffees em- 
body the four car- 
dinal points of a 
good brew—aroma, 
body, flavor and a 
clear amber liquor. 
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hospital are to be converted into rooms for pa- 

tients upon completion of the new wing. The new 

nurses’ home will be the first unit in a-new build- 

ing program now being planned for the institution. 
eal 5 SS 

Santa Maria, California—Msgr. Thomas J. 
O’Dwyer, the welfare director of the Archdiocese 
of Los Angeles, has completed plans for a new 
42-bed hospital at Santa Maria, and construction 
work will begin within the next two weeks. 

——— 

Moultrie, Georgia—The Vereen Memorial Hos- 
pital, Moultrie, Georgia, was formally opened on 
October 17. It was constructed at a cost of 
$140,000. 

eisdiidiitnbets. 

Nashville, Georgia—Dr. P. H. Askew, Jr., is 
planning to build a clinic-hospital in Nashville, 
Georgia, to cost approximately $30,000. 

=samaaiinibanda 

Tifton, Georgia—A bond issue of $50,000 for 
the construction of a county hospital at Tifton, 
Georgia, was ratified on October 5 by a vote of 
139 to 66. 

peicetillianedint 

Lake Forest, Illinois—Anderson & Tichnor, ar- 
chitects, have completed the plans for a new 
$250,000 unit for the Alice Home Hospital, Lake 
Forest, Illinois. 

sa eelliialiitea 

Polo, Illinois—Dr. Samuel D. Houston of Polo, 
Illinois, has given $20,000 to the Katherine Shaw 
Bethea Hospital in Dixon, to be used for building 


a new unit for this institution. 
—_—»——— 


Oswego, Kansas—The new City Hospital at 
Oswego, Kansas, is nearing completion and will 
be ready for occupancy by November 15. 

scianeidiasceianiés 

Canton, Massachusetts—The town of Canton, 
Massachusetts, was bequeathed $25,000, under the 
terms of the will of the late John J. White, for the 
erection of a hospital. The bequest is to be known 
as the John J. and Mary E. White Hospital 
Foundation. 

ee 

Gladwin, Michigan—The new addition to the 
Gladwin Hospital, Gladwin, Michigan, was dedi- 
cated October 8. 


Ludington, Michigan—The new Mason County 
Hospital, Ludington, Michigan, is well under con- 
struction and will be completed and open for the 
reception of patients by April 1 next year. 


piiiagiaMiaaatiaiet 

Bloomington, Minnesota—The cornerstone of 
the new $160,000 hospital at the Minnesota 
Masonic Home, Bloomington, Michigan, was laid 
October 7. 


—_—p————. 
Lake City, Minnesota—The new municipal hos- 
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pital at Lake City, Minnesota, has been completed 
and was dedicated October 1. 


cP 

St. Peter, Minnesota—St. Peter Community 
Hospital, St. Peter, Minnesota, was opened for 
the reception of patients October 10. Esther 
Mitchell has been selected as superintendent. 

_—— 

Jackson, Mississippi—The first hospital for the 
poor including negroes has been opened in Jack- 
son, Mississippi. The new unit, costing $100,000, 
is connected with the Mississippi Baptist Hospital. 
Funds for its construction were provided by the 
late R. H. Green, a philanthropist of Jackson, who 
left the money with the stipulation that at least 
five beds be kept available for needy negroes as 
long as the hospital stands. 


PE 

Brooklyn, New York—The new Swedish Hos- 
pital, Brooklyn, New York, was formally dedicated 
on October 8. The dedicatory exercises were at- 
tended by the Count and Countess Folke Berna- 
dotte. The Count is a nephew of the King of 


Sweden. 
——<-——— 


Port Clinton, Ohio—Contracts for construction 
of Magruder Memorial Hospital, Port Clinton, 
Ohio, were awarded on October 13. Total cost of 
the construction is $125,000. Building will be 


started within the next two or three weeks. 
—_—<>——_——__ 


Portland, Oregon—The contract for the con- 
struction of the Jones Hospital, Portland, Oregon, 
has been awarded and construction will be started 
immediately. J. D. Annand, the Portland archi- 
tect, designed the building. 


<asdiailiaiteitedss 

Portland, Oregon—The University State Tuber- 
culosis Hospital built in Sam Jackson Park, Port- 
land, Oregon, will be dedicated on Wednesday, 


November 1. 
——__— >. 


Pittsburgh, Pennsylvania—The Eleanor Gillespie 
Magee Hall, one of the units of the Elizabeth Steel 
Magee Hospital, Pittsburgh, Pennsylvania, was 
formally opened October 25. 


ssdiieecilanateise 

Anderson, South Carolina—The new 48-bed unit 
of the Anderson County Hospital, Anderson, South 
Carolina, was completed and opened for occupancy 
October 23. 


adapted a. 

Knoxville, Tennessee—Construction work on the 
$100,000 5-story addition to St. Mary’s Hospital, 
Knoxville, Tennessee, was started October 5. The 
first floor will house a cancer clinic, the second the 
surgical suites, the third the obstetrical unit, the 
fourth patients’ rooms, and the fifth the x-ray 


division. Bauman & Bauman are the architects. 
——_>——— 


Louden, Tennessee—The new Louden County 
Hospital, Louden, Tennessee, erected at a cost of 
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CLASSIFIED ADVERTISEMENTS 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





INSURANCE 





ALL RISK HOSPITAL LIABILITY INSURANCE 
W. J. Robbins & Company 
19th Floor, Insurance Exchange Bldg. 
Chicago, Illinois 





REPRESENTATIVE WANTED 





ARCHITECT doing hospital work wants someone who con- 
tacts hospitals to represent htm; part time. Address Box 
G-1, HOSPITALS. 





POSITIONS WANTED 





ADMINISTRATIVE APPRENTICESHIP desired—one year 
for maintenance. Young man, age 29, single, several 
years’ university, ten years good business experience. 
Excellent references. Address Box K-1, HOSPITALS. 





ORDERLY, ATTENDANT, Practical male nurse, 37, single, 
two years’ experience at St. Joseph’s Hospital, Tacoma, 
requires position. Oldenbourg, 1815 South G Street, Ta- 
coma, Washington, Main 6918. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Director, Charlotte M. Powell, R. N. 


OUR REGISTRANTS are carefully selected on the basis of 
training, experience, and personal characteristics. Our 
service offered to all approved and.registered hospitals. 
We are interested in your problems. Help us to help you. 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


PRINCIPAL, SCHOOL OF NURSING: Graduate large 
Michigan hospital. B.S. degree in nursing education. 
M.A. degree, Columbia University. Four years business 
experience; four years Educational Director; present po- 
sition seven years, director of nurses. Open for appoint- 
ment January first, large hospital preferred. B-3. 


ROENTGENOLOGIST: Desires to make a change for ad- 
vancement. Pennsylvania graduate. Number of years’ 
experience in general and Orthopedic work. B-2. 


POSITIONS WANTE D—Continued) 





THE MEDICAL BUREAU 


M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


DIRECTOR OF NURSES—B.S. and M.A.; past eight years, 
principal school of nursing, director of nursing service, 
and assistant superintendent, fairly large hospital; capa- 
bie speaker; interested particularly in health education 
and hospital administration. No. 429 


RADIOLOGIST—Diplomate American Board; academic and 
medical degrees, state university; three year fellowship 
and year’s experience as instructor radiology, university 
graduate school; two years’ association in private prac- 
tice. No. 430. 


PATHOLOGIST—Diplomate American Board; M.D., Har- 
vard; seven years, director of laboratories, large teach- 
ing hospital; wide autopsy experience; particularly able 
in surgical pathology. No. 431. 


ADMINISTRA TOR—Well-qualified young physician; academic 
and medical degrees, eastern school; two-year internship; 
year’s surgical residency; past six years, assistant ad- 
ministrator, teaching hospital. No. 432. 


ANESTHETIST—Graduate eastern training school; 15- 
month course anesthesia; six years’ experience giving 
all anesthetics; will go anywhere. No. 433. 


RECORD LIBRARIAN—A.B. degree; graduate of approved 
course; four years, assistant public librarian; two years, 
chief record librarian, large eastern hospital. No. 434. 


TECHNICIAN—Registered; B.S., M.S., state university; 
splendidly trained all laboratory procedures; several 
years’ excellent experience. No. 435. 


OPERATING ROOM SUPERVISOR — Graduate’ eastern 
school; four years’ operating room experience ineluding 
two as supervisor of neurological operating rooms, 600- 
bed hospital. No. 436. 





POSITIONS OPEN 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTOR OF NURSES: College graduate; one with execu- 
tive ability and experience. Excellent salary. 250-bed 
mid-western hospital; college affiliation. 


DIRECTOR OF NURSES: Educational qualifications, and 
experience. 200-bed general hospital, eastern New York, 
with school of nurses. Attractive nurses’ home; beau- 
tiful city. 


ASSISTANT SUPERINTENDENT OF NURSES: College 
degree; executive ability and experience in schools of 
nursing. 450-bed Michigan hospital; large school of nurs- 
ing. Beautiful nurses’ residence. Good salary. 


MEDICAL LIBRARIAN: 600-bed mid-western hospital. Sev- 
eral assistants. Prefer woman capable of assuming 
charge of department. 
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$70,000, has been completed and is now ready for 
occupancy. 


j _————_> 

Memphis, Tennessee—St. Joseph’s Hospital, 
Memphis, Tennessee, celebrated its Golden Jubilee 
on October 4. In its fifty years of service, it has 
admitted 200,000 patients, 80,000 of which have 
been charity patients. 


RE 

Beaumont, Texas—An election for the authori- 
zation of $75,000 in- bonds for construction of a 
new unit of the Jefferson County Tuberculosis 
Hospital at Beaumont, Texas, will be held Novem- 
ber 18. 


elite £2 

Gainesville, Texas—The new Medical-Surgical 
Hospital, Gainesville, Texas, of which J. B. Fergu- 
son is superintendent, was formally opened Sep- 
tember 25. 


Ee NNT 

Houston, Texas—Excavation work and founda- 
tion construction on the new 5-story unit of St. 
Joseph’s Infirmary, Houston, Texas, was started 
October 5. The new unit will cost $300,000 and 
will provide 125 additional beds, bringing the total 
bed capacity of St. Joseph’s up to 400. I. E. 
Loveless of Houston is the architect. 


NER Nk EN 

Yaleta, Texas—An innovation in hospital ser- 
vice for rural communities has been designed by 
Dr. Jerome Love, Yaleta, Texas. Dr. Love has 
developed a hospital on wheels for patients in 
rural areas, intended chiefly for use in maternity 
cases. It is a hospital, ambulance, delivery room 
trailer, equipped with two Pullman-type beds with 





2a - 
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facilities for sterilizing instruments and supplies, 
an operating table, oxygen equipment, and a port- 
able x-ray machine. It is lighted with a gasoline 
electric generator. It is well equipped, well 
adapted for the. purposes for which it was de- 
signed, and brings hospital facilities directly to 
the farmer’s home. 


a a cea 

Spokane, Washington—The construction of a 
new 4-story unit to St. Luke’s Hospital, Spokane, 
Washington, to be used for the care of mental 
patients, has been started. The construction was 
made possible through the generosity of Mr. and 
Mrs. E. A. Shadle. 


————__>——_—— 

Edgerton, Wisconsin—Construction of the new 
unit of the Edgerton Memorial Hospital, Edgerton, 
Wisconsin, has been inaugurated and should be 
ready for occupancy by January 1. 


———— 

Port Washington, Wisconsin—A fifty-bed hos- 
pital, costing about $300,000, will be built in Port 
Washington, Wisconsin, by the Sisters of the Sor- 
rowful Mother of Milwaukee. 


—_— 
Cody, Wyoming—A new hospital is being 
planned for Cody, Wyoming. Louis Schmerber, 


_ architect, has been authorized to draw up plans 


and specifications for a thirty-bed hospital. 


—_—— ————— 

Montreal, Canada—The School of Nursing of St. 
Peters General Hospital, Montreal, Canada, oper- 
ated by the Sisters of Charity, the Grey Nuns of 
Montreal, dedicated St. Peters School of Nursing 
on October 15. 





Hospital Service 

Hospital service is not a uniform commodity. It 
varies greatly among institutions, not only be- 
cause of the different types of illnesses treated, 
but also because of the quality of the service. 
Neither level of quality nor reasonableness of cost 
can be judged for the metropolitan area as a 
whole. Averages for all hospitals do not measure 
the central tendencies for -the various groups of 
them, let alone specific institutions. Moreover, a 
community should not substitute arithmetic for 
common sense, or statistics for scientific judg- 
ment, when apprizing the health services of the 
citizens. The numerical data indicate the nature 
and magnitude of a problem; they do not neces- 
sarily give the exact solution.—Hospital Survey 
of Philadelphia. 





. BH. Sprunt 


W. H. Sprunt, chairman of the board of trus- 
tees of James Walker Memorial Hospital, Wil- 
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mington, North Carolina, and an active life mem- 
ber of the American Hospital Association since 
1925, died recently. He was also an honorary 
member of the North Carolina Hospital Associa- 
tion. 


Mr. Sprunt has served continuously on the 
board of the James Walker Memorial Hospital 
since its founding in the year 1901, a total of 
thirty-nine years of active service to the hospital 
field. 


—_—_<———— 


The Hall Hospital Bed Catalog Number Seven- 
teen is a carefully prepared book giving complete 
information about the products of Frank A. Hall 
and Sons, 118 Baxter Street, New York City. Pho- 
tography and color are used most effectively to 
describe the qualities of their merchandise. It is 
so complete you have in this one volume the latest 
information about hospital beds and accessories. 


You become well acquainted with what they 
mean by their slogan “lastingly rigid.” 
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ly to BENEFITED 
‘an THANKS TO 
cane, COMPETENT 
en : 
tal PLANNING 
was 
and Two views of the carefully 
planned, American - equipped 
laundry at St. Anthony's Hos- 
new pital, Warwick, N. Y. Above, 
right to left; CHAMPION 
‘ton, CASCADE Washer, 26” Extrac- 
1 be tor for removing surplus water 
after washing, 36x18” AIR- 
CRAFT. Tumbler for drying 
work not to be ironed, and 
hos- Model 5138 ZARMO Press for 
“aa pressing apparel. Below, iron- 
ort ing board and Return Apron 
Sor- Flat Work Ironer. 
ing 
ber, 
ans ST. ANTHONY'S HOSPITAL 
WARWICK. N, v. 
St. 
er- August 5, 1939 
of Like so many hospitals faced with a soiled 
ing linen problem, ST. ANTHONY’S HOSPI- The American Laundry Machinery Co. 
TAL, Warwick, N. Y., took advantage of alkyl hg 
American’s helpful Laundry Advisory Serv- ; 
ice... An American Laundry Adviser was Gentlemen: 
called in to make a complete survey of the We wish to express our appreciation for your helpful 
hospital’s laundering needs. He then made service which guided us in planning and equipping 
definite recommendations as to planning and i ee ance ni 
m- equipping a new laundry department, and The results obtained were in no way exaggerated in 
ce presented a comprehensive proposal of bene- Oe ut de eee vecqumemes Ens 
fits to be expected prove ea. or our needs. 
ry Benefits are improved quality work that fully meets 
2. ¢ : ’ our exacting requirements, low laundering costs, and 
“ Guided by this proposal, ST. ANTHONY Ss faster return of linens to service that permits a 
HOSPITAL proceeded with their laundry reduced linen inventory. 
he department. That the results accomplished You may be sure we are all well pleased with our new 
exceeded expectations is verified by Superin- Laundry department and the service rendered by your 
al tendent Sister Mamerta’s gracious letter. Company. nian 
4 ours very truly, 
of . : 
al Perhaps there is a more efficient solution to ; PAYA tuft. 
your soiled linen problem. If so, our helpful on. dating wien 
Laundry Advisory Service will disclose it. It 
is available to you without cost or obligation. 
Merely mail the coupon. 
- “ASK FOR AN AMERICAN LAUNDRY 
. ADVISER” 
)- The American Laundry Machinery Co., 
O aries oe Department, 
incinnati, 10 
Ss m E R i CA n i a a n i R v Please send complete information concerning your 
t free, non-obligation Laundry Advisory Service. 
| NAME 
HOSPITAL 
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